













oF A ayo! January 1960 


In this issue: 
Design to 
Reduce Operating Costs 


han cll 


THE JOURNAL FOR ADMINISTRATORS AND DEPARTMENT HEADS 


SECOND FLOOR , 


SAINT JOSEPH’'S HOSPITA 






















































































i "Bneaktioug h Concept in Hospital Patient Room Lighting 









A single decorative ceiling unit provides 


(1) soft, flattering, general room illumi- 
nation; (2) comfortable, visually- 
correct, non-glare light for reading, 
makeup, etc.; (3) bed-length light of 
surgical quality for examination, surgi- 
cal “prep”? and nursing care; and (4) 
safety night light for nursing conveni- 
ence and patient comfort. 


(VS WRU. 


... provides vastly better light for ALL 
patient and nursing needs 


... with “Pay-for-itself” savings in 
installation, maintenance and oper- 
ating costs. 


This truly revolutionary ceiling unit eliminates the clutter 
and maintenance of floor, bed, wall and portable lights formerly 
required in the patient’s room. 

Even more important, however, ASTRILITE provides dif- 
fused fluorescent illumination of comfort and visual qualities 
vastly superior to harsh incandescents. Because lighting effi- 
ciencies per watt are approximately three times greater than 
incandescents ... and lamp life as much as ten times longer... 
there are attractive savings in operating and maintenance 
costs. Designed for flush mounting in new construction or 


ceiling mounting in existing rooms. 
AMERICAN 


STERILIZER 


ERIE*PENNSYLVANIA 





* Send for illustrated 
brochure LC-110. 
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“| check 


Ident-A-Band: 
by habit 


so easy 


ee. and so safe! 


Nurses everywhere are forming 
the “pause for patient identifica- 
tion” habit. With Ident-A-Band 
by Hollister it’s so easy . . . and 
so safe! As the poster says, they 
just “check that Ident-A-Band” 
before giving any medication or 
care. A glance takes but a second 
... and leaves no room for iden- 
tity errors. 

But you can be sure only if 
the band is sure .. . only if there’s 
no chance of altered, switched or 
water-blurred identification. 
That's why thousands of hospitals 
specify Ident-A-Band by name. 
It's the band that offers your pa- 


tients positive identification every 
Find out how Ident-A- 
Band can give this assurance as 
Write: 


time! 


well as comfort. 


Hollister: 


833 N. Orleans St., Chicago 10 
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small hospital’s clinic 


Let’s Look At 


by William A. Kozma 


@ THE REACTION TO THE FUTURE of 
the small hospital varies. Adminis- 
trators point to mergers of hospitals, 
rising costs and personnel shortages. 
In addition, conditions in most in- 
stances point to increased specializa- 
tion and highly technical develop- 
ments that small hospitals find 
financially difficult to adopt. The 
administrator of one small Northern 
hospital thinks the small hospital 
will be devoured in the next dec- 
ade. 

How true to life are these diffi- 
culties? To find out this writer 
contacted 50 administrators of hos- 
pitals under 100 beds throughout 
the country. There was no special 
questionnaire submitted. They were 
asked only for their ideas on the 
current status and future of the 
small hospital based on _ recent 
trends and about their plans and 
problems. 

Among the general impressions 
gained from this study are that the 
small hospital is to play a more im- 
portant role in the future, and that 
the doctor and the public are put- 
ting greater demands on the small 
hospitals. They are expected to fur- 
nish every service offered by the 
larger hospital and also to bear the 
burden of initiating costs. 

Expansion of services did not ap- 
peal to some administrators. They 
prefer to remain small and, to pre- 
clude making large investments, 
have working arrangements with 
larger hospitals in the area. These 
men are in the minority. Most of 
the administrators want to provide 
the services needed by community; 
however, it was also pointed out, 
that often it was not economically 
feasible. Therefore, in many in- 
stances, the following conclusion 
was reached. It would appear fair 
to the public to provide the services 
which the hospital and community 
can afford financially and technical- 
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The Small Hospital 





ly, and have available at a reason- 
able distance a facility to provide 
highly specialized services, since in 
addition to the economic limitation 
there are technical limitations in the 
training of the physicians in the 
area and the caliber of skilled per- 
sonnel. 

This, of course, posed problems 
peculiar to individual hospitals. 
Small hospitals located in rural 
areas far removed from larger hos- 
pitals will have to gear themselves 
to meet any need of the community. 
In other areas where the larger 
hospital has approached its maxi- 
mum potential and will not grow 
and can no longer take from the 
small institution, there must be a 
development of facilities to guaran- 
tee service to all the sick. 

Many administrators of small hos- 
pitals are feeling the impact of the 
currently popular theory that a 
general hospital should be truly 
general and accept all forms of pa- 
tients. Doctors are particularly in- 
terested in referring psychiatrics, 
alcoholics and chronic cases. Often 
the original planned bed need for a 
community has not taken into con- 
sideration any of these problems. 
Administrators have had such pa- 
tients admitted under “acceptable 
diagnosis” only to find considerable 
difficulty when such patients be- 
came obstreperous. In a large in- 
stitution such a patient can upset a 
floor whereas in the small hospital 
the entire building can bear the 
brunt of an abusive patient. Ad- 
ministrators believe neither their 
medical or nursing staffs see enough 
of patients of this type to provide 
experienced care. For these reasons 
the small hospital has not readily 
gone along on such new procedures. 

Personnel problems plague the 
small hospital; as one administrator 
put it, “In so many cases it is nec- 
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essary to reach in the bottom of the 
barrel for qualified personnel.” An- 
other has found that, “Personnel 
for the small hospital will continue 
to be trained, as they should be, in 
the large institution offering a great- 
er variety of experience. The shar- 
ing of qualified department heads 
by small hospitals will continue 
making greater use of personnel.” 
Few are as idealistic in this ap- 
proach to personnel problems as 
the latter. The majority are inclined 
to agree with the former, since in a 
small community there is consider- 
able difficulty in recruiting and all 
too often many skills are not even 
available. Some special effort is a 
necessity to guarantee the employee 
every consideration in a good per- 
sonnel program. Policies and wage 
scales must be on par with the large 
hospital for the job being done. 
What then is the future of the 
small hospital? There were many 
ideas offered. It was generally 
agreed that the small hospital must 
ever strive to give optimum patient 
care. That, in this, there can be no 
difference from the large hospital. If 
it is necessary to expand services to 


improve patient care then this must 


be done. 

The person in need of hospital 
facilities is the primary concern of 
the governing board and the admin- 
istrator and a realistic approach is 
necessary to provide their needs. To 
limit any service because “we are 
too small” is not sufficient reason. 
Size is of little importance to the 
needs of a community—service is 
the principle consideration—if a 
specific service is not close at hand 
the small hospital must provide it. 
The term “hospital” should indicate 
utmost security to any person in 
need; regardless of size it should 
mean service of the highest caliber 
to meet any situation. A hospital 
may be small in size but it should 
not be limited, incomplete or ab- 
breviated. a 


Mrs. Smith was making final ar- 
rangements for an elaborate re- 
ception. ; 

“Nora,” she said to her veteran 
servant, “for the first half hour, I 
want you to stand at the drawing 
room door and call the guests’ 
names as they arrive.” 

Nora’s face lit up. 

“Thank you, ma’am,” she replied. 
“‘T've been wanting to do that to 
some of your friends for the last 
twenty years.” 


JANUARY, 1960 





















































Heraic per a 


Non-Marking Caster 
Keeps Floors Much Cleaner ! 










This Bassick “Baco” soft rubber tread wheel won’t mark or stain floors. 
Ideal for use on linoleum, asphalt tile, composition, hardwood and 
cement floors. Heavy traffic areas stay noticeably cleaner and better look- 
ing, floor surfaces last longer. 

Bassick non-marking casters roll gently, swivel easily, stay quiet and 
they provide the long wear Bassick is famous for. 

You get quick relief from marked up floors. This results in lower floor 
maintenance costs. Next time you have a replacement on any furniture 
or equipment, ask your supplier about Bassick non-marking casters and 
see for yourself, 0.9 
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BASSICK COMPANY 
BRIDGEPORT 5, CONN. 
IN CANADA: 
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A DIVISION OF 


STEWART-WARNER CORPORATION 


at 
Excellence/ 
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how’s Business? 


® A clue to our public relations about hospital charges 
may be related to our methods of securing financial in- 
formation about patients. Smart hospitals get the infor- 
mation before the patient comes to the hospital for 
admission thus avoiding congestion and needless delay 
in the admitting office. Unfortunately, only 22 percent 
of our sample answered “yes” to the question, “When 
reservations for admissions are made in advance of ad- 
mission, does your procedure involve securing a state- 
ment of financial information by mail or telephone.” All 
others answered “no.” There seems to be room for im- 
provement here. ® 
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a new 
sound- 
color 


film... 


“A new approach 
to the reduction 
of intracranial 
pressure with 
Urea-Invert 
sugar” 


JANUARY, 1960 


BAXTER LABORATORIES, INC 


The clinical data presented in the film are taken 
from the case histories of more than 550 pa- 
tients who received urea-invert sugar solution 
[UREVERT*:] at the University of Wisconsin 
hospitals for a variety of cranial disorders. 

The use of Urevert to facilitate intracranial 
surgery in glioblastoma multiforme, optic nerve 
glioma, fronto-temporal meningioma, cerebellar 
astrocytoma and retrogasserian rhizotomy is 
illustrated. 

A comparison of Urevert with other hyper- 
tonic solutions demonstrates its superiority to 
such agents in reducing cerebrospinal fluid 
pressure and brain volume. 

For Your Group—showing of this 19 minute 
film may be arranged by writing to Medical 
Film Library, Travenol Laboratories, Inc., 
Morton Grove, Illinois. 
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First from American 





New ideas, 


new products 
for the 
operating 


Yoom... 


through one service expert! 


American representatives understand operating room 
needs. They offer valuable experience and expert counsel in 
every hospital area...and the widest, most complete selec- 
tion of products and services in the field. You can rely on an 

é : ‘ _ William K. Lord 
American’s reputation for quality and for prompt, depend- shntis iieneccte 
able delivery. Your man from American is dedicated to American Representative 
your hospital’s best interests... call him with confidence. in our Minneapolis Region. 


The First Name 
in Hospital Supplies 


2020 RIDGE AVE., EVANSTON, ILLINOIS Regional Offices: Atlanta « Boston + Chicago « Columbus 








Hospital Supply @ 


“lomac |} 


Dallas « Kansas City « Los Angeles « Minneapolis » New York « San Francisco « Washington 
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101-225 226-up | 1-100 101-225 226-up | 1-100 101-225 226-up | 1-100 101-225 226-up 
1,409 4,030 8981 | 1,312 4,577 12,320 | 1,535 3,666 8,036 | 1,267 3,588 8,747 


67.08 81.12 82.07 | 69.17 87.10 85.23 | 68.67 84.05 82.15 | 65.96 73.25 76.65 





Administration 3.96 4.10 4.09 2.89 2.95 3.89 3.08 3.19 2.84 3.50 3.28 3.88 
Dietary 3.86 4.41 4.69 3.28 3.23 3.92 3.27 3.14 3.12 2.83 3.37 3.47 

_ Housekeeping 1.44 1.65 1.70 1.09 1.18 1.62 1.20 1.18 1.09 1.23 1.13 1.40 
Laundry 78 72 73 65 59 64 57 69 56 .67 rf i 44 

‘Plant Operation 2.23 2.12 2.22 2.40 1.68 2.23 1.93 1.73 1.92 1.49 1.76 1.82 
Medical & Surgical 1.08 1.70 1.87 1.48 1.21 2.24 1.26 1.85 1.98 93 1.56 2.80 
O, R. & Del. Rms. os SS 1.84 1.68 1.43 1.41 1.38 1.93 1.89 1.57 2.40 2.47 
; Pharmacy 1.20 1.42 1.44 1.43 1.16 1.47 1.33 1.43 1.69 1.83 1.93 2.05 
Nursing 8.18 7.86 6.73 6.86 6.15 6.64 6.56 6.38 5.50 5.87 7.00 5.58 
Anesthesia 65 21 115 2 52 71 54 58 52 74 57 1.45 
Laboratory 2.06 2.35 2.60 | 1.58 1.65 2.07 | 1.27 158 = 1.96 | 1.42 2.32 2.58 

X-ray 1.96 1.78 1.99 1.65 1.52 1.46 1.68 1.35 1.63 1.26 1.54 1.64 


Other expenses 57 62 ‘1.82 AT 730447 | 9 23 9 87 132 1.43 





TOTAL EXPENSES 42,603 129,421 304,362 {32,760 11,123 378,815 {37,353 96,450 212,396 | 29,626 104,856 271,417 
‘AL CHARGES 
TO PATIENTS (47,176 148,759 322,181 34,771 123,969 424,559 137,965 107,700 239,122 | 32,676 114,705 312,850 


: TING INCOME 
es PER PATIENT DAY 33.48 36.91 35.87 26.50 27.08 34.46 | 24.73 29.38 29.76 | 25.79 31.97 35.77 
Ete . 
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69.98 74.05 86.62 | 61.86 7591 82.15 | 79.71 68.58 88.66 | 62.43 70.28 __ 78.62 
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Nursing 8.15 8.16 7.48 | 7.46 7.13 685 | 7.30 10.28 6.73 | 10.99 11.98 10.65 

Anesthesia 64 77 58 | 64 Ab 50 | .29 1.12 14] 50 1.10 78 

Laboratory 1.66 2.48 2.25 | 1.31 1.69 233 | 1.42 3.05 2.15 | 3.04 3.11 2.79 
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Absorbable He 


Time-tested OXYCEL (oxidized cellulose, Parke-Davis) promptly achieves surgical 
hemostasis following capillary and other small-vessel bleeding. Applied directly from 


the container, OXYCEL readily conforms to wound surfaces. 
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New Way to 


Stop Faucet Leaks! 


%& 9-in-10 washers are fastened with T00 
LONG or SHORT SCREWS thus loosen and 
destroy themselves. Leaks quickly follow! 


34 YEARS OF RESEARCH 
REVEALS NEW SOLUTION 


%* New, patented ‘Sexauer’ SELF-LOCK screws 
have imbedded expanding NYLON PLUG. 
They lock at required depth AUTOMATI- 
CALLY, hold washers firmly! Made of MONEL, 
they are rustproof, non-corroding. Heads 
can’t twist off. Screw slots can’t distort. 


%* NEW, improved ‘Sexauer’ EASY-TITE faucet 
washers are made of super-tough, pliable 
du Pont compound (not rubber or fibre). 
Reinforced, like a tire, with a vulcanized 
layer of Fiberglas, they resist distortion 
and splitting from shut-off grind and 
squeeze. 


%* Faucet leaks repaired with ‘Sexauer’ EASY- 
TITE washers and SELF-LOCK screws out- 
‘last ordinary repairs “6-to-1"! 


HIDDEN COSTS OF FAUCET LEAKS! 


Hackensack, N.J. Water Co. and Ameri- 
can Gas Association figures prove stopping 
just ONE PIN-HOLE SIZE (1/32”) LEAK 
saves you 8,000 gal. water quarterly. A HOT 
WATER FAUCET LEAK repair saves you 
over $7.58 QUARTERLY in fuel and water 
bills. Fewer leaks also produce important 
savings on MATERIALS, LABOR and 
COSTLY FIXTURE REPLACEMENTS! 


A ‘Sexauer’ Technician will make avail- 
able our NEW Catalog, Edition “J”, listing 
our entire line of over 3,000 TRIPLE-WEAR 
plumbing repair parts and tools. He will 
survey your fixtures, determine the repair 
parts needed and establish 
an efficient stock arrange- 
ment and control to prevent 
costly overstocking or 
shortages. You get this 
service without obligation. 

Act now! 


J. A. Sexauer Mfg. Co., Inc., Dept. AF-10 
g 2503-05 Third Ave., New York 51, N.Y. 


Please send mea copy of your Catalog ‘‘J”’ 
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hospital accounting 


with Professor T. LeRoy Martin 


Inquiry: 


Is it not likely that the hospital 
loses money by charging patients 
for small items of service or drugs? 


Comment: 


The answer to the foregoing 
question can be answered only 
after a complete cost analysis which 
spreads all clerical costs over the 
various clerical operations such as 
preparation of patient charge slip, 
posting the item to the patient’s ac- 
count, transcribing the item to the 
patient’s statement, passing the 
vouchers involved between persons 
or offices and other necessary cleri- 
cal details. It is possible to assemble 
the statistics in terms of units such 
as number of patients’ charge slips, 
number of postings to patients’ ac- 
counts, etc. Then, if the total cost 
of all clerical work has _ been 
analyzed according to time spent in 
each category, i.e., preparing charge 
slips, posting to accounts, etc. a 
unit cost per operation may be 
calculated. Some industrial con- 
cerns have made studies of this 
kind and have found a cost per se- 
lected unit of many clerical opera- 
tions. One such study revealed that 
it cost the company $0.025 for each 
invoice posted to the customer’s ac- 
count.. The company found that 
preparation of the heading of the 
invoice cost $0.15 and each line in 
the invoice cost $0.01. Mailing out 
statements cost $0.06 each. 

As an example, if the hospital 
made a charge of five cents for 
each aspirin administered by 
nurses, it is not unreasonable to 
assume that it might take sufficient 
time to prepare a charge slip so as 
to incur $0.025 of cost. The posting 
might incur further cost amounting 
to another $0.025. This brings the 
total to five cents without consider- 
ing the cost of the paper used, the 
cost of transferring the documents 
from one place to another, or the 
cost of including the item on the 
patient’s statement. Moreover, the 
above cited unit costs do not in- 
clude anything for so-called ca- 
pacity cost of supervision, deprecia- 
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tion, insurance, rent, or other over- 
head items. 

It is doubtful if any hospital has 
found it desirable to analyze its 
operations and costs of clerical 
work to the extent that has been 
done in some industrial enterprises. 
Such a detailed analysis poses the 
question of whether the cost of 
collecting the data and the statisti- 
cal units of operation incurs more 
cost than can be eliminated by that 
method of control. A single study 
as opposed to a continuing analysis 
procedure does not involve the 
same question, at least it does not 
involve a continuing cost. 


Inquiry: 


What is the distinction between 
cost analysis and cost control? 


Comment: 


Cost analysis refers to the process 
of analyzing actual historical costs 
to determine the cost per patient 
day, or for certain units of serv- 
ice, such as, inpatient routine serv- 
ice, operation, or x-ray film. The 
analysis may or may not be used 
for managerial control purposes. If 
it is used for managerial control, the 
costs assembled in the analysis will 
be compared with a budget of some 
other predetermined cost to pin 
point variations, the extent of vari- 
ations and, if possible, their causes. 
This may lead to revision of prac- 
tices, methods or policies to attempt 
to bring the costs in line with the 
predetermined amounts. 

Cost control refers to planned 
procedures and records formulated 
to guide in the incurrence of cost 
and in the regulation of efficiency in 
the internal operation of the hospital 
or business organization, as well as 
the establishment of certain stand- 
ards by which cost and efficiency 
may be measured. Cost control may 
well follow cost analysis as de- 
scribed above. is 


"Reported in Gillespie. Cost Accounting 
and Control, Prentice Hall (1957), page 
509. 
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NEW! EXCLUSIVE! 


‘ioe Angelica’s V-Grip' Patient Gown 
, with VELCRO° CLOSURE 


NO TAPES! NO KNOTS! NO GRIPPERS! 


NEW PATIENT COMFORT 
Patients will enjoy new comfort, in this new gown that 
has no bulky knots or tapes to irritate, chafe or annoy. 
A two inch square patch of Velcro, the amazing nylon 
fastening material, takes the place of each pair of tapes. 
The patient feels no bulk—the gown closes securely— 
stays closed with no gap. 


SUPERVISORS APPROVE 
Nurses save time and energy when their patients are 
comfortable and quiet. Angelica “V-Grip” patient 
gowns mean fewer nurse calls, fewer bed and bedding 
adjustments. Velcro never touches patient’s skin when 
closed. It all adds up to more time for nurses, healthful 
rest for patients. 


HOUSEKEEPERS SAVE WORK 
PRESS SHUT Say goodbye to tape repair and extra trips to the linen 
Gentle Finger pressure shelves to replace torn gowns. Because Velcro fasteners 
closes Velcro securely— are flat and stitched on all four sides, they can’t come 
stays closed. loose. When you buy the tapeless V-Grip gown you 
eliminate the biggest cause of repairs. 


TESTED IN USE 











Angelica “V-Grip” Patient Gowns have been tested in 
actual hospital use. They have been hospital laundered 
repeatedly — mangled—have undergone rigorous trials 
and laundry tests on commercial equipment. 


PEEL OPEN 

The two Velcro surfaces 
separate easily when 

| “peeled” from the edge. 











Ask For A Demonstration Today. You'll be amazed at 
the simplicity and strength of this revolutionary new 
STRONG fastening material. A simple demonstration will show 
wena # a seine you how Angelica’s V-Grip can cut dollars from laun- 
soca dry and repair bills, add to patient comfort, ease work 
come open in normal z 
EM load of nurses and housekeepers. Clip the Coupon 
and Send it in Today—For Free Demonstration- 














NORMAL LAUNDERING ANGELICA UNIFORM CoO. 


Washes with other (Address to nearest office) 

—tumbi ied— 
lauadry—tumble dried 1427 Olive St., St. Louis 3, Mo. 177 N. Michigan Ave., Chicago 1, III. 
flatwork finished 107 W. 48th St., New York 36, N.Y, 1900 W. Pico Blvd., Los Angeles 6, Calif. 
NOT TO BE PRESSED OR IRONED 





We're Interested! Ask your representative to contact 
*T. M. Reg. us at once to arrange a demonstration of Angelica's 
new patient gown with Velcro, the Magic Fastener. 


Auzelea ii 


IFOR 
il la City & State 








1427 Olive St., St. Louis 3, Mo. dans 

107 W. 48th St., New York 36, N.Y. 
177 N. Michigan Ave., Chicago 1, Ill. Title 
1900 W. Pico Bivd., Los Angeles 6, Calif. 

















JANUARY, 1960 For more information, use yellow postcard inside back cover. 






















«Nm» Salutes 


Consultant 
Ministry of Health 
New Delhi, India 


DOCTOR JOHN MCGIBONY is a physician, author, teach- 
er, expert in public health and a hospital authority of 
great repute. Until recently he was director of the pro- 
gram of hospital and medical administration at the Uni- 
versity of Pittsburgh. Perhaps he is best known as 
author of the textbook, Principles of Hospital Admin- 
istration, which serves both as a reference work and 
as a teaching manual for students in hospital adminis- 
tration. 

Presently he serves as consultant to the ministry of 
health of the Indian government in New Delhi and 
as visiting professor of administrative medicine at the 
All-India Institute of Medical Sciences. His main ob- 
jective is to inaugurate a program in hospital and medi- 
cal administration in India. 

Doctor McGibony is Georgia-born and obtained his 
degree in medicine from the University of Georgia. 
Early in his medical career he joined the Public Health 
Service of the United States where he served as a com- 
missioned officer and came into prominence as medical 
director and chief of the division of medical and hos- 
pital resources for the Public Health Service. During 
his tenure of office he was instrumental in the planning 
and execution of the National Hospital and Survey Act 
Construction Program (Hill-Burton Act) which led to 
the construction of so many institutions according to 
the plans prepared by Dr. McGibony and his colleagues. 

His experience as a hospital administrator dates back 
a long time in the service. He served variously as Di- 
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Dr. John McGibony 


we 










rector of Health of Indian Service, consultant to the 
National Securities Resources Board, the Federal Civil 
Defense Administration and many other capacities 
which gave breath as well as depth to his knowledge. 
Doctor McGibony is always in great demand as a con- 
sultant and as a lecturer at schools of hospital admin- 
istration. His quiet humor, his voluminous fund of 
stories, his facile grasp of statistics, figures and facts 
and his broad understanding of the hospital field com- 
bine to make him a popular teacher wherever he goes. 

He served as consultant to the Rockefeller Founda- 
tion and to numerous other organizations interested in 
hospitals and public health. 

Doctor McGibony is also a tremendous supporter of 
research. It was mainly due to his efforts that grants 
were received for research in hospital administration 
under the auspices of the Association of University 
Programs in Hospital Administration. To Doctor Mc- 
Gibony also goes the credit for founding the Health 
Law Institute at the University of Pittsburgh and for 
his encouragement of research in all its forms. Doctor 
McGibony’s contribution to the hospital field will not 
be fully appreciated for a long time and it is likely 
that posterity will acclaim him more than his con- 
temporaries. 

HOSPITAL MANAGEMENT desires to pay homage to a 
great contemporary figure in the hospital field with this 
salute and to urge this young man to greater achieve- 
ment. @ 
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BLICAMAN 
0.R. EQUIPMENT 
ALWAYS BETTER... 
NOW 
COSTS LESS, 


100! 


r==: AT al = Gee 


BLICKMAN OPERATING ROOM EQUIPMENT has cent efficiencies introduced to Blickman’s produc- 
always been recognized as the unchallenged leader __ tion process. We simply passed the savings on to you! 
in quality... hailed as a wise investment in terms of Prove these facts for yourself! Ask your dealer for 
long, maintenance-free, service life. Now this same a feature by feature, price by price comparison 
equipment, its quality and design unaltered, is avail- before you buy. See why—now more than ever, 
able to you at prices so low you wouldn’t believe — Blickman is your best buy. 

them possible! For complete details, write for Catalog #6195: S. 
These lower-than-ever prices are the result of re- | Blickman, Inc., 1601 Gregory Ave., Weehawken, N.J. 



































































































































“Sold through Blickman Authorized Hospital Equipment Dealers’. 


Look for this symbol of quality Blickman-Built =) L F Cc K uM A he 


HOSPITAL EQUIPMENT 
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CONSULTING 


with Doctor Letourneau 


Signature of Medical Record 


QUESTION: Our physicians are 
refusing to sign the summary 
sheets of the medical records on 
the grounds that they do not 
want to be held responsible for 
entries made by interns and resi- 
dents. What can be done? 


ANSWER: The attending physician 
is responsible for his own patient 
whether he signed the record or not. 
The entries of interns and residents 
are presumed to have been reviewed 
by him as a part of his responsibility 
for the care of the patient. 


Tax — Deductible Contributions 


QUESTION: Recently the ladies 
auxiliary of our hospital re- 
ceived a gift of $5,000 on the as- 
surance that it would be de- 
ductible from income tax. One of 
our board members argues that it 
is not deductible. Can you assist 
us? 


ANSWER: Gifts to public welfare 
organizations are not deductible un- 
less the organization is listed by the 
Internal Revenue Service in _ its 
“Cumulative List of Organizations 
Contribution to which are Deducti- 
ble under section 170 of the Internal 
Revenue Code of 1954.” Your auxil- 
iary should file application for such 
listing. 


Consent to Operation 


QUESTION: Recently a _ six- 
year-old child was brought to the 
hospital bleeding severely, neces- 
sitating an operation. The mother 
was in a mental institution and 
the father was not available. The 
doctor operated without waiting 
for consent. Was this proper? 


ANSWER: Where there is a ques- 
tion of saving someone’s life in an 
emergency, it is proper to go ahead 
and operate without waiting for 
consent. In such a case, a declara- 
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tion should be obtained in writing 
from the surgeon that postpone- 
ment of the operation might result 
in death of the patient. 


Hill-Burton Act 


QUESTION: Does a_ hospital 
have to be accredited by the 
Joint Commission on Accredita- 
tion of Hospitals before it can 
obtain federal aid under the 
Hospital Survey and Construc- 
tion Act (Hill-Burton)? 


ANSWER: The requirement of 
accreditation is not specified in the 
Act and, indeed, it would be im- 
possible to specify it as a hospital 
cannot even be surveyed for ac- 
creditation before it has been in 
operation one year. 


Telephone Orders 


QUESTION: Each nursing unit 
has a ward secretary who an- 
swers the telephone and per- 
forms clerical duties for the 
nurses. One of her duties is to 
take down telephone orders from 
physicians for drugs for their 
patients. Do you think this is 
proper? 


ANSWER: I think it is definitely 
improper. Telephone orders for 
drugs, particularly narcotics, should 
be accepted only by a registered 
nurse or a nurse supervisor, and 
written by her in the physician’s 
order book and initialed. The order 
should be countersigned by the 
physician as soon as possible. 


Critically Ill Patient 


QUESTION: Our regulations 
state that a conSultation is re- 
quired in all cases where a pa- 
tient is critically ill. Who de- 
termines this? 


ANSWER: The attending physician 
is responsible for determining when 
his patient is so critically ill as to 
require a consultation. Neither the 


administration nor the medical staff 
should try to second-guess him on 
this point. However, his judgment 
is always subject to review by the 
appropriate committee of the medi- 
cal staff and should be reviewed. 
If the physician makes too many | 
errors of judgment, the medical | 
staff should make the appropriate 
recommendations. 


Hours of Admission 


QUESTION: What is the stand- 
ard practice concerning hours of 
admission in the hospital? 


ANSWER: Most hospitals have a 
rule that all patients must be ad- 
mitted to the hospital before 5:00 
p.m., except in an emergency. Some 
hospitals go so far as to refuse to 
admit a patient after this time. 


Use of Emergency Room 


QUESTION: Our doctors are 
complaining that some of their 
patients who are not very ill 
come to the hospital and ask to 
have them paged so as to avoid 
paying for an office call. They 
feel that this is unreasonable and 
have asked me to write to you to 
see what can be done. 


ANSWER: I cannot see that a 
patient has anything to gain by 
coming to the hospital to avoid an 
office call on his doctor. The hos- 
pital should make a charge for any 
kind of call in its emergency de- 
partment and the doctor should 
make an additional charge equiva- 
lent to a house call for visiting the 
patient in the hospital emergency 
room. If a doctor’s office call is 
$5.00, the patient would have to pay 
$5.00 to the hospital for an emer- 
gency room call and an additional 
$10.00 to his physician for a house 
call thus making it three times as 
expensive to come to the hospital as 
to go to his doctor’s office. 


Medical Record In Court 


QUESTION: One of our physi- 
cians who was subpoenaed to 
testify in court took with him 
the medical record of his patient. 
We never saw the record again. 
What should we do in the future 
to prevent this occurrence? 


ANSWER: I would suggest that 
copies of the medical record be 
duplicated or photostated and that 
every physician be given a copy of 
his own medical record which he 
can use to refresh his memory. ® 
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Greater promise for survival 


within the “protective shell” of the ISOLETTE” 
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The ISOLETTE® insures every advantage for survival. 


Maximum protection for the tiniest infant requires 
strict isolation and precise control of the incubator 
environment. The IsoLeTTe® Infant Incubator alone 
provides these essentials through ‘“‘well regulated 
warmth and humidity and economical oxygen con- 
centrations in a convenient working area for nurse 
and doctor... The isolation of the patient from his 
neighbors and from the contaminated or ailing doc- 
tor or nurse is an additional safeguard. Intravenous 
cutdowns, weighings, spinal taps and other proce- 
dures are all possible within its protective shell.””! 

For absolute isolation, fresh, pathogen-free, circu- 
lating outside air is made available only by the 


For more information, use yellow postcard inside back cover. 


IsOLETTE. When nursery air must be used, addition of 
the new Micro-FILTER to the ISOLETTE incubator pro- 
vides pathogen-filtered air by removing all air-borne 
contaminants down to 0.5 micron in size. Moreover, 
**,.a humidity of 80 to 90 percent can be obtained 
only in incubators with forced ventilation (e. g., the 
ISOLETTE).’’2 

For additional information about the IsoLeTTe, 
write to Air-SHIELDS, INc., Hatboro, Pa. or phone us 
collect from any point in the U.S.A. (OSborne 5-5200). 


1. Lynn, H.B.: Postgrad. Med., 22:429, 1957. 
2. Dancis, J.: Postgrad. Med., 22:194, 1957. 


/ AIR-SHIELDS. ie. f A 


Hatboro, Pa., U.S.A. 
Research and engineering to serve medicine throughout the world. 
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MEDICARE CUTS RESTORED, in part, effective Jan. 
1. Back on the covered list: tonsilitis, hernia—non- 
emergency illnesses requiring prompt attention; 21-days 
care for acute emotional disorders; emergency outpa- 
tient care not requiring hospitalization; $75 allowance 
for certain diagnostic tests, such as X-ray, if tests lead 
to hospitalization; $50 allowance for certain post-hos- 
pitalization procedures—transfusions for leukemia pa- 
tients, for example. 


SWITCHING OF H-B PART C FUNDS to other types 
of facilities with a geographical area will be permitted. 
This action was recommended by the Federal Hospital 
Council at its recent meeting. Regulations will likely 
issue soon. 


LOANS—Small Business Admin.: $150,000 to Pantano 
Properties Corp. (mental hospital), Tucson, Ariz.; $92,- 
000 to Snively Nursing Home, Dysart, Iowa; $40,000 to 
P. Everett Sperry (nursing home), Lawrence, Kan.; 
$125,000 to Louis & Arlene Levine (nursing home), 
Hampden, Mass.; & $18,000 to Butler’s Rest Home, 
Milan, Tenn. Housing & Home Finance Agency: re- 
ports receiving housing loan applications from Mai- 
monides Hospital, Brooklyn, N. Y., Montefiore Hospital, 
New York, N. Y., and The Long Island College Hospital, 
Brooklyn, each for $625,000. 


RESEARCH GRANTS BRANCH, PHS’ Div. of Hos- 
pitals & Medical Facilities, has moved in with DHMF’s 
Program Evaluation Branch, chief of which is Maurice 
Odoroff. The shift was made on the occasion of the re- 
tirement of RGB’s former head, Louis Block, Dr. P. H., 
from the PHS Commissioned Corps. 


NO ALTERNATIVE TO FORAND PLAN has yet been 
developed by the Administration, HEW Secretary Flem- 
ming has admitted. Except the voluntary insurance ap- 
proach &, possibly, the federal government going into 
the insurance business. The latter, the Secretary empha- 
sized, is an ultimate to the private insurance companies, 
but an answer to the problem must be found. 


DRUG PRICE PROBE, by a Senate Antitrust & Monop- 
oly Subcommittee — commonly called the Kefauver 
committee, for its chairman, the Democrat Senator from 
Tennessee—opened on schedule December 7. Viewed in 
some quarters as part of the Senator’s continuing search 
for a publicity springboard, the hearings will also at- 
tempt to uncover the reasons, if any, for what the Sena- 
tor feels is a too-high level of prices and an explanation 
for differences in prices under certain circumstances, 
primarily the differential between domestic and foreign 
prices for the same product. 


HOSPITAL & OTHER INSTITUTIONAL BUILDING, 
in the first three quarters of 1959, was running some 6 
percent behind ’58, according to a Commerce Dept. re- 
port. However, the dip is seen as quite temporary in 
view of stepped up federal appropriations. 


PEOPLE: George Bugbee, Health Information Founda- 
tion president, & former AHA director, is now a mem- 
ber of the Federal Hospital Council, appointed by HEW 
Secretary Flemming ..... Maj. Ollie W. Plunkett, 
ANC, is now with the Army SG’s Office as nursing 
methods analyst in the Hospital Methods Improvement 
Branch..... Lt. Col. Martin Putnoi, MC, is now Chief, 
Officer Procurement Branch in the Army SG’s office 
feces Charles M. Rogers, was named director of HEW’s 






by Walter N. Clissold 


washington BUREAU REPORTS so 
Office of Public Information after two years as chief of | k 
the Heart Information Center, National Heart Institute fou 
ee: Dr. H. van Zile Hyde, named chief of policy, plan- ear 
ning, & staff functions of PHS’ international health pro- by 
gram. let 
wri 

FEDERAL EMPLOYEE INSURANCE DEADLINE set 
by the Civil Service for “finalizing”—as is said in gov- 
vernmentalese—all details of the program is May 1, in 
1960. Effective date of the insurance, of course, is July1. 7 fol 
Well before May 1st contracts with the various carriers | bu 
will have been negotiated and the CSC will require that tic 
explanatory literature be mailed not later than May 1. : ca 
ini 
SOME 60 PERCENT OF NURSING HOME AIDES lack we 
or have little formal training, according toa recent PHS © to 

study. It’s said that the 25,000 homes employ about 39,- © 

000 full-time nursing personnel, but only 15,000 are © ” 
full-time registered or licensed practical nurses. Empha- © Di 
sized is the need for improving the situation. 4 m 
ES al 
THERE IS A REFORM MOOD about in the country, § ) 

and particularly in government. It will be manifested in 
many ways. The rash over TV quiz shows is only one o. 
example. Corrective legislation or regulations will likely sl 
not go as far as some deem necessary. In the hospital 7 
and health field, look for one development—a prohibi- 7 
tion against state health and hospital officials consulting v 
on hospital jobs. HEW has already issued regulations b 
controlling the amount & type of writing for outside p 
publications its officials can do. U 
r 
SKYROCKETING MEDICAL CARE COSTS are partly . 


to blame on doctors charging higher fees and ordering 
hospitalization for those who have health insurance, ac- 
cording to an opinion survey by the Bureau of National 
Affairs, Inc., Washington, of 132 top personnel execu- 
tives. Suggestions for easing this situation include en- 
couraging greater use of out-patient facilities to mini- 
mize hospitalization, investigation by the insurance car- 
rier of “suspicious cases,’ working for adoption of 
standard fee schedules, & notifying local medical soci- 
eties of out-of-line fees. 
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WORK SIMPLIFICATION training program, believed 
to be the largest ever undertaken in the medical field, 
has begun in the VA and will continue in its hospitals, 
outpatient clinics and domiciliary homes during 1960. 
Past experience has proven that industry-originated 
principles can be applied to the agencies medical facili- 
ties. Included in the training program will be five films 
produced by Sears Roebuck Foundation at hospitals in 
the Chicago area. One of these, concerned with motion 
economy, has saved thousands of dollars per year in ad- 
ministrative operations. 
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ber of requests for reprints of the earlier issues of 

STAPH NEWSLETTER. As noted above, this is the 
fourth of a continuing series. If you missed any of the 
earlier ones, or simply don’t want to mutilate your journals 
by clipping them, we will be glad to send you copies. Just 
let us know which of the series you want or, if you like, 
write for the complete set. 


Rees we’ve been flattered by the increasing num- 


Have you sent for your supply of our new instruction 
card on how-to-use Amphyl for disinfection of blankets, 
linens, and diapers? This is a handy 3” x 9” card planned 











for your use in teaching or discussion, and for posting on 


bulletin boards. As on the first six cards covering disinfec- 
tion with Amphyl in other areas of the hospital, lively 
cartoon sketches make the short suggestions for use more 
interesting. Let us know how many cards you need and 
we will mail them right out to you. Please send requests 
to our new Toledo address shown below. 


Although staph is still the insidious “star” of hospital 
infection, more and more reports of troubles from other 
pathogenic organisms are appearing, particularly Pseudo- 





monas aeruginosa. For instance, the PHS-HEW Morbidity 





and Mortality Weekly Report cites an outbreak in a hos- 
pital nursery for premature infants. 

“Six of 14 infants became ill during a 2-week period. One 
of the 6 developed meningitis and died; 1 baby had loose 
stools, 3 had eye infections and la skin lesion. Laboratory 
reports on stools, eye discharges, and spinal fluid from the 
child who died were positive for Pseudomonas aeruginosa. 
Another episode occurred in the same nursery several 
weeks later when the only 2 infants on the ward at the time 
became ill. These babies had loose stools which were 
positive for Ps. aeruginosa. All infants who became ill had 
used a nebulizer, the others had not. Cultures from various 
apparatus in the isolettes were also positive for Ps. aeru- 
ginosa.” 

A significant report on 23 cases of pseudomonas septi- 
cemia in leukemia patients at the Clinical Center of the 
National Institute of Health is made by Dr. Claude E. 
Forkner, Jr. and his co-workers in the American Journal 
of Medicine (December, 1958, page 877). Twenty-two of 
the 23 were fatal. Median duration of life following the 
first positive blood culture was 4.0 days. Pseudomonas 
septicemia frequently occurred as a superinfection. Sev- 
enty-seven per cent occurred despite broad-spectrum anti- 





microbial therapy, whereas only 33 per cent of staph 


septicemias occurred under these same conditions. 

Lehn & Fink synthetic phenolic disinfectants—Amphyl®, 
O-syl®, and Lysol® disinfectants, and Tergisyl® detergent- 
disinfectant are all highly efficient against Pseudomonas 
aeruginosa in the environment. Routine decontamination 
of floors, surfaces, blankets, and linens can be one of the 
most economic, effective, and simple control measures 
against superinfection. Here’s why— it reduces the number 
of organisms available for spread by any route—contact, 
nasal, or airborne—in turn, reducing excess hospital days 
and thus reducing hospital operating costs. 








“Staphylococcal pneumonia has become an increasing 
problem in children, particularly in infants under six 


FOURTH OF A SERIES WITH SIGNIFICANT SUGGESTIONS FOR CONTROLLING CROSS INFECTION 


months of age, in whom the largest number of cases occur, 
and in whom mortality rate is over 50 per cent. Thirteen 
deaths were recorded in the age group under 15, and all 
but one of these occurred before the age of six months.” 
Harvey I. Meyers, M.D., and George Jacobson, M.D.: 
RADIOLOGY 72:665, May, 1959. 


If you’re planning on attending the AORN meeting in 
New York in February, you'll find lots of interest relating 
to control of staph infection. We understand that Dr. 
Ralph Adams’ scientific exhibit on “How to Stamp Out 
Staph in the Operating Room” will be shown. In addition 
to hosting the exhibit, Dr. Adams will present a paper on 
the program elaborating on the closely integrated plan for 
infection control which is dramatized in the three-dimen- 
sional display. Only two infections occurred in 800 consec- 
utive procedures at the Wolfeboro, New Hampshire, Hug- 
gins Hospital where Dr. Adams is Chief of Surgery. 

The complete control system which has reduced the 
infection rate from 2% to .25% includes: cleaning and 
disinfecting all surfaces and areas vigorously with a com- 
bined detergent-disinfectant (Tergisyl®) ; linen and blanket 
disinfection with Amphyl®; strict control of what and 
who enters the O.R.; isolation of the patient’s skin by 
impervious plastic skin drapes; proper attire and efficient 
masking. 

Besides visiting Dr. Adams, we hope you will stop_at the 
Lehn & Fink booth and visit with us. We'll look forward 
to seeing you. 











How are your plans progressing for showing the motion 
picture, “Prevention and Control of Staphylococcal Dis- 
ease,” in your hospital? We’ve had so many requests for 
showings of this film produced by the Communicable 
Disease Center of the U.S. Public Health Service that we 
felt we had to make qa few more copies available to our 
hospital friends. We like the pertinent, practical suggestions 
for overall control and think you will, too. If you'd like to 
plan a showing soon, please let us know. We will either 
mail it to you, or, if you prefer, arrange for our representa- 
tive to assist you in setting up a meeting and helping to 
answer any specific questions you may have on the use of 
Lehn & Fink disinfectants to control infection. 


As you know, samples of any or all of our products are 
yours for the asking. Try them. Also, our research labora- 
tories and technical advisors are ready to assist you with 
- infection control problems. Please let me hear from 


Charles F. Manz 
General Sales Manager 
Professional Division 


LEHN & FINK PRODUCTS CORPORATION 
4934 LEWIS AVENUE, TOLEDO 12, OHIO 
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GUest Editorial 


by Camille Jongleaux 


General Manager 
Restaurant Food Buyers, Inc. 





Changing Channels 
of Food Distribution 


The problem of ever-increasing 
operational costs is of real concern 
to every type of food service opera- 
tor; constant food purchases are one 
of the largest dollar and cent fac- 
tors. Some are able to pass on high 
food costs by changing menu prices. 
Unfortunately that is not the case 
with hospitals — making the issue 
more complex for both administra- 
tor and purchasing personnel “un- 
der existing circumstances.” 


So as to better understand our 
reason for the phrase “under exist- 
ing circumstances,” it is necessary 
to point out several facts pertaining 
to the food industry as a whole. 
First and foremost, it is the largest 
dollar and cent volume business in 
the world. It is controlled by de- 
mand and sales of two factors; that 
is retail and food service. Its very 
nature and size make all parts of it 
such as packing, distribution, and 
sales susceptive to economic forces 
earlier than other industries. The 
retail controlling factor represents 
approximately 75 percent of the total 
volume, and food service the re- 
mainder. Even though food service 
is the smaller, nevertheless it is a 
sizable volume, holding the position 
of the fourth largest business in the 
country. A review of the changes 
that have taken place since World 
War I with respect to each of these 
two channels is enlightening and 
places the effect of economic changes 
of the entire picture in clearer per- 
spective. 
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Efficient food buying reduces costs 


Immediately following hostilities, 
the early 1920s found few casualties 
as far as food packers, jobbers, 
brokers and retailers were con- 
cerned. As a matter of fact, World 
War I did much to perfect the proc- 
essing and canning of foods. This 
promoted growth of all elements of 
brokers, jobbers and retailers. There 
were, at this period, upward of 50 
jobbers serving exclusively the 
many successful independent retail 
outlets in the City of Chicago. The 
position of chain stores was not very 
impressive from the standpoint of 
number, size or volume. A limited 
number of larger food service op- 
erators were served by a few whole- 
sale distributors then handling num- 
ber 10 (or institutional) size tins of 
product, whereas the smaller ones 
depended upon getting their needs 
from retail stores interested in serv- 
ing them. 

The late 20s found the few cor- 
porate chain stores beginning to 
make some headway as a factor in 
the retail field. There had not as yet 
been a pattern established by them 
as to purchasing, warehousing or 
volume merchandising. No doubt, 
however, there were plans for the 
development of such a program that 
had not noticeably been put into 
operation until after the crash of 
1929 and the depression which fol- 
lowed. 


Needless to say, there were busi- 
ness failures in all segments of the 
food business during that rough 





financial period. This paved the way 
for independent retailers going into 
a “cash and carry” type of opera- 
tion, similar to the chains and also 
the organizing of co-operative groc- 
er jobbing programs. Thus, we saw 
the beginning of economic forces at 
work in the food picture. The prog- 
ress continued only to be inter- 
rupted by World War II. Up to this 
time, progress of jobbers serving 
only food service outlets was to the 
degree of demands. It nevertheless 
was being observed as a potential. 

Typical of wars, there are always 
noticeable impacts on all forms of 
business. This one was responsible 
for the development and consumer 
acceptance of frozen foods. Keep in 
mind also a very important govern- 
ment regulation came into existence. 
Mandatory O.P.S. regulations on 
permitted mark-ups, even though 
reduced, proved the fact that vol- 
ume rather than the percentage of 
profit could and would be a real fac- 
tor in all phases of food merchan- 
dising henceforth. It is important to 
remember that O.P.S. provided four 
category formulas for food distribu- 
tors. The highest by 5 percent ap- 
plied only to those making sales to 
any and all food service operators. 
The lowest was cooperative retail 
food distributors, with a spread of 
some 15 percent between the high 
and low. Transitions toward the 
end, and especially after this war, 
were many and fast. Numerable old 
style service retail grocers were 
virtually forced out of business, giv- 
ing way to the more economic think- 
ing and performance of supers, both 
independent and chain. Old line 
jobbers, serving retail outlets by 80 
percent, disappeared and were 
replaced by cooperative and chain 
warehouses serving their respective 
stores. The economic patterns were 
really being put into practice and 
there was a definite narrowing of 
the gap between the price Mrs. 
Housewife paid for product and that 
which was received by the producer. 
Proof of this still lies in the fact 
that the percentage of increases on 
foods as shown in the U. S. Cost of 
Living Index has consistenly been 
lower than practically any other 
item of this survey. A comparison 
of the cost of an automobile, home 
or service today with that of 10, 15 
or even 20 years ago will show a 
terrific increase. The same is not 
true of foods. A can of salmon or 
peaches is retailing today at about 
the price it did after World War II. 

The new style of retail merchan- 
dising represents big volume on a 
very competitive basis. Today, there 
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are fewer but far larger purchasers 
going to primary sources. Sales of 
some 31,000 huge super marts in 
1957 was over 31 billion. This was 
greater than the total business of 
approximately 395,000 retail stores 
in existance as of 1951. As of pres- 
ent, indications are that while in 
number they represent only about 
10 percent of today’s retail stores 
grant (chains and co-operatives), 
supers nevertheless do 67 percent of 
the retail food sales volume. Their 
size places them in position to con- 
trol and definitely influence market 
trends and prices on practically any 
commodity. This is especially true 
because their method of purchasing, 
thinking and action is identical. As 
a matter of fact, it is becoming a 
battle between co-ops and chains, 
with co-ops gaining due to their 
comparable strength and tax posi- 
tion, among other advantages. This 
was related recently in one of our 
nation’s most authoritative business 
publications. 

During this period of transitions, 
there was a definite change in the 
jobbing field. Many formerly serv- 
ing only retailers, finding this mar- 
ket gone, shifted to serving the food 
service outlets. The increasing num- 
ber of food service operators plus 
greater business being done by the 
old established ones made institu- 
tional jobbing quite attractive from 
a profit standpoint. 

It is now important to observe the 
contrast in our over-all food picture. 
Retail outlets owned merchandise 
lower than before because of their 
employing economic forces to do the 
job for them. On the other hand 
food service, with few exceptions, 
continued to pay high prices due to 
unchanged expensive distributing 
methods of their food procurement. 
We might also add, few if any food 
service purchasers enjoy the bene- 
fits of advertisement, promotional 
or display allowances enjoyed by 
retailers. Here-in is the answer of 
why food service purchasers fre- 
quently pay as much, or more, by 
the case of product as a super re- 
tails the identical size, quality or 
brand by the tin or package. 


A few years ago a group of Chi-. 


cago food service operators, includ- 
ing several hospitals, realized from 
actual pilot demonstration the only 
way the “existing circumstances” 
would change was by their own 
efforts. Gradually, through under- 
standing, planning and cooperation, 
advantages are being gained. An or- 
ganization owned and operated by 
them* has an informative program 
for all members’ buyers as well as 


JANUARY, 1960 


management. This makes problems 
fewer and certainly less expensive 
to handle, leaving more time to be 
devoted to other demands of a 
crowded responsibility. Food costs 
have been lowered and promise of 
greater advantage by reason of 
bringing into play economic forces 
never heretofore utilized. They are 
firmly of the belief there is ab- 
solutely no logical reason for one 
part of an industry not enjoying the 
same advantages as the other. #8 


*Restaurant Food Buyers, Inc., 4255 West 
43rd Street, Chicago 32, Ill. 


An excited citizen in Moscow 
rushed into the Politburo during 
the recent visit by some Americans, 
waving a little black notebook. 

“TI found this in the elevator!” 
he shouted. “It’s in code!” 

The agents examined it hastily. 
It read “Kl, P2, Co8, repeat, etc.” 

Putting their vast and intricate 
machinery to work, they found they 
couldn’t break the code. 

Just as it had been decided to 
arrest the owner of the book, a 
young lady interpreter deciphered 
the code. It read, “Knit one, purl 
two, cast on eight, etc.” 
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Editor’s Note: mr. c. J. 
FOLEY, public relations con- 
sultant, Wayne, Illinois, served 
as a consultant to HOSPITAL 
MANAGEMENT in assembling 
and editing the material and 
recommendations submitted 
by the judges for the revision 
of the contest rules and re- 
quirements. He is also the 
originator and publisher of 
Hospital PR-Aids. C.U.L. 
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™@ THE STEADY GROWTH of interest 
and participation by hospitals in the 
Hospital Public Relations Contests 
conducted by HOSPITAL MANAGE- 
MENT for the Malcolm T. Mac- 
Eachern Citations has made it 
necessary again to revise the con- 
test rules and entry requirements. 
This was accomplished in coopera- 
tion with a number of the public 
relations authorities who served as 
judges in recent competitions. The 
editors are most appreciative for 
the many practical suggestions and 
ideas contributed by the judges. 

HOSPITAL MANAGEMENT'S editors 
believe that the modifications and 
revisions of the rules and require- 
ments will strengthen the compe- 
titions and make this program more 
meaningful and beneficial to the 
hospital field. The stimulation and 
encouragement of good public re- 
lations among hospitals is, and has 
been for many years, a basic edi- 
torial policy of HOSPITAL MANAGE- 
MENT. This was also an objective 
vigorously and continuously sup- 
ported and promoted by the late 
Malcolm T. MacEachern, M.D., in 
whose honor and memory HOSPITAL 
MANAGEMENT dedicated these con- 
tests. 


Major Revisions 


Four major revisions recom- 
mended by the judges were ac- 
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New Rules to Govern “HM” 
Public Relations Contests 


cepted by the editors. What may 
appear to be the most drastic 
change from previous contests is 
the elimination, for the 1960 con- 
tests, of hospital bed-size as a cate- 
gory. Heretofore, bronze plaque 
awards for first place winners were 
made in three categories based on 
the bed complement of hospitals. 
This practice did not give a com- 
pletely accurate picture of the en- 
tries and winners. For example, al- 
though a hospital winning the top 
award for hospitals of more than 
400 beds fully deserved this honor 
in its category under the old sys- 
tem (based on bed size), the en- 
try by a hospital of less than 200 
beds, which won top honors in its 
category, could conceivably have 
been more outstanding than the 
winners in other categories of a 
particular contest. Thus, in 1960, 
the Malcolm T. MacEachern Cita- 
tion winners will truly represent 
the top entry in each competition. 

The second recommendation 
adopted for the 1960 contests is 
the awarding of a Malcolm T. Mac- 
Eachern Citation to recognize ex- 
cellence in the conduct or handling 
of a special public relations project 
or problem. On several occasions 
in previous contests, the judges pre- 
vailed on the editors of HOSPITAL 
MANAGEMENT to provide special ci- 
tations to hospitals for the manner 
in which they managed or con- 
ducted some particular public re- 
lations project or the public rela- 
tions aspects of a particular prob- 
lem. This new competition has been 
designated the “Special Public Re- 
lations Project Contest.” 


Three Bulletin Awards 


A revision of classes of entries 
in the Hospital Bulletins Contest is 
the third change inaugurated for 
1960. As pointed out by the judges, 
hospital bulletins are, generally, of 
three types: those published pri- 
marily for employees; those pub- 


lished for distribution outside the 
hospital; and a combination-type 
bulletin designed for distribution 
both within and outside of the hos- 
pital. Because of this, the judges 
believed it to be more equitable to 
establish separate awards for each 
type of hospital bulletin. It is pos- 
sible, under this system, for one 
hospital to win two top awards; 
one in the category for bulletins 
published for internal distribution, 
and another in the category for 
bulletins published for outside dis- 
tribution. 

The fourth major departure from 
previous contests is the Hospital 
Annual Reports Contest. Noting the 
increasing use (and public rela- 
tions value) of abbreviated or sum- 
mary annual reports by hospitals, 
the judges recommended that one 
Malcolm T. MacKachern Citation 
be awarded to the outstanding en- 
try of this type, and that the best 
entry among the traditional type 
annual reports also be recognized 
by a Malcolm T. MacEachern Ci- 
tation. 


Honorable Mentions 


Finally, the judges urged that 
HOSPITAL MANAGEMENT continue the 
practice of providing Honorable 
Mention Certificates to other en- 
tries in the contest which the judges 
agree to be deserving of such rec- 
ognition. Numerous other sugges- 
tions and recommendations origi- 
nating with the judges are incorpo- 
rated in the contest guides and in- 
structions. 

General Information and In- 
structions: All hospitals are in- 
vited to submit entries in each con- 
test provided such entries meet the 
requirements established for the 
particular contest. The contest 
period for all competitions is from 
June 1, 1959 through May 31, 1960. 
The deadline for all entries is mid- 
night, June 6, 1960. Entries re- 
ceived after this date are ineligi- 
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ble to participate and will be re- 
turned. 

Each entry must have an identifi- 
cation sheet or a label, glued 
or permanently affixed, containing 
the following information: (this 
applies also to the extra copies of 
annual reports and bulletins re- 
quired in these respective contests): 

Name of hospital 

Address 

City, zone, state 

Type of hospital and bed comple- 

ment 

Name of administrator 

Name and title of individual sub- 

mitting entry 


Over-All Public Relations Contest 


One winner—Malcolm T. Mac- 
Eachern Citation (bronze plaque). 

Honorable Mention Certificates— 
as determined by judges. 

Entries in this contest are usu- 
ally presented in scrapbook form 
and contain a running, illustrated 
account of the hospital’s year-long 
public relations activities and pro- 
grams. 


Special Instructions: 


1; Each entry must be accom- 
panied, in addition to identification 
sheet, by a letter summarizing 
briefly the hospital’s public rela- 
tions goals or objectives for the 
period covered and an evaluation 
or opinion of results achieved. It 
is very desirable to point out any 
reasons or circumstances which may 
have prevented complete attainment 
of the goals established. 

2. The presentation should be ar- 
ranged to indicate the hospital’s 
public relations activities conducted 
within the hospital (among per- 
sonnel, patients, visitors, auxilians, 
etc.) and then outwardly to the 
community (among special groups 
and organizations, schools, indus- 
try, press, radio, etc.). Short com- 
mentaries or summaries of public 
relations activities or techniques 
used in each area will enhance the 
presentation. 


3. Pages of the scrapbook should 
be numbered. When possible, it 
should also be indexed according 
to the various categories or ac- 
tivities. 

4. Special materials (clippings, 
folders, photographs, etc.)  in- 
cluded with the scrapbook should 
be fastened in securely. 

5. Elaborateness, size or bulk 
are not key factors. The scrapbook 
should, however, be sufficiently 
durable to stand considerable han- 
dling. 
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Public Relations Project Contest 


One winner—Malcolm T. Mac- 
Eachern Citation (bronze plaque). 

Honorable Mention Certificates— 
as determined by judges. 

Entries in this contest are to 
present a documented account of 
how the hospital handled a spe- 
cific public relations project or 
problem. For example, this might 
be concerned with such projects 
or problems as the following: in- 
terpretation of hospital costs; per- 
sonnel recruitment; Nation Hos- 
pital Week observance; participa- 
tion in Business-Education Day; a 
special anniversary program; a 
baby mix-up; a disaster in the 
area; a program designed to help 
personnel (or doctors, or auxilians) 
become better public relations rep- 
resentatives of the hospital. 


Special Instructions: 


1. This entry must be accom- 
panied by a letter summarizing the 
particular project or problems and 
describing briefly what was done, 
public relations-wise, to accom- 
plish the desired results. Reasons 
or circumstances affecting the 
achievement of the objectives 
should be cited. (Hospitals so de- 
siring may submit more than one 
entry in this contest.) 

2. The presentation should elab- 
orate on the information contained 
in the accompanying letter (Item 
No. 1 above) and include pertinent 
details and illustrative materials. A 
running commentary outlining or 
highlighting special aspects of the 
project or problem, as well as tech- 
niques or strategy used, will add 
value to the presentation. 

3. Suggestions and recommenda- 
tions contained under Items 3, 
4, and 5 of Special Instructions for 
the Over-All Public Relations Con- 
test apply generally to the Special 
Public Relations Project Contest 
also. 


Annual Reports Contest 


Two winners—Malcolm T. Mac- 
Eachern Citations (bronze plaques). 

One Citation for an abbreviated 
or summarized annual report which 
is distributed widely in the com- 
munity. 

One Citation for the traditional 
type annual report which is dis- 
tributed on a limited basis (to 
donors, friends of the hospital, key 
individuals in the community, etc.) 

(Note: Hospitals publishing both 
types of report may enter either or 
both reports in this contest.) 





Special Instructions: 


1. Three copies of the annual re- 
port published during the contest 
period may be entered. 

2. The three copies of the annual 
report must be accompanied (in 
addition to the identification sheet 
or label as per General Instructions 
by the following information: 

a) Entered for judging in the 
Annual Reports Contest for: 

1. Abbreviated reports. 

a Traditional type reports. 

b) Approximate number of copies 
published. : 

c) Approximate number distrib- 
uted 

d) List types — not names — of 
individuals (medical staff members, 
clergymen, state legislators, etc.) or 
organizations (libraries, newspapers, 
schools, local agencies, etc.) to 
whom report was distributed: 

e)Describe briefly the guiding 
theme, special purpose, or other 
pertinent information about this re- 
port which should be of interest to 
the judges: 

f) If aletter or memo accompanied 
report, include sample copy with 
each report. 

g) Was this report prepared and 
edited entirely by hospital person- 
nel? ——. If “no,” describe briefly 
type of outside assistance received 
(consultant, advertising agency, 
etc.): 

h) Estimate approximately how 
much report cost per copy exclusive 
of distribution (postage or other) 
cost: 

i) Evaluate briefly the report’s 
reception and value to the hospital’s 
over-all public relations program: 

















Hospital Bulletins Contest 


Three winners — Malcolm  T. 
MacEachern Citations (bronze 
plaques). 


One Citation for best “internal” 
bulletin. 

One Citation for best “external” 
bulletin. 

One Citation for best combina- 
tion-type bulletin. 

Honorable Mention Certificates 
— as determined by judges. 

(Note: Hospitals publishing both 
“internal” and “external” type bul- 
letins may enter either or both in 
contest.) 


Special Instructions: 


1. Three copies each of three con- 
secutive bulletins published during 
the contest period may be entered. 

2. The three sets of bulletins must 
be accompanied (in addition to the 
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identification sheet or label as per 
General Instructions by the follow- 
ing information: 

a) Entered for judging in Hospital 
Bulletins Contest for: 

1. —— “Internal” bulletin cate- 
gory. 

2. —— “External” bulletin cate- 
gory. 

3. —— Combination-type cate- 
gory. 

b) Average number of 
published per issue ——. 

c) Approximate number of copies 
distributed per issue. : 

d) Are mail copies sent as: —— 
self-mailer; —— in envelope. 

e) List types — not names — of 
individuals (medical staff members, 
employees, local health and welfare 
officials, etc.) organizations (serv- 
ice clubs, industries, newspapers, 
etc.) to whom bulletin is distrib- 
uted: 

f) Describe briefly purpose or ob- 
jective of bulletin: 

g) Are bulletins prepared and 
edited entirely by hospital person- 
nel? ——. If “no,” describe briefly 
type of outside assistance received 
(consultant, advertising agency, 
etc.): 


copies 


h) Estimate approximately how - 


much bulletin costs per copy ex- 
clusive of distribution (postage or 
other) cost: ——. 

i) Evaluate briefly the bulletin’s 
reception and value to the hospital’s 
over-all public relations program: 

j) When approximately did the 
hospital inaugurate publication of a 
bulletin? : 

(Note: for the purpose of these 
contests, the word “published” re- 
fers to all types of production — 
printed, mimeographed or other 
processes — which may be utilized 
to produce copies of annual reports, 
bulletins or other materials.) 

Entries for all contests are to be 
received on or before midnight of 
June 6, 1960. Send to: 

Hospital Public Relations Con- 

tests 

c/O HOSPITAL MANAGEMENT 

105 West Adams Street 

Chicago 3, Illinois 

Scrapbooks or presentations en- 
tered in the Over-All Public Rela- 
tions Contest and in the Special 
Public Relations Project Contest 
will be returned after Sept. 1, 1960. 
Annual reports and bulletins en- 
tered in the contests for these pub- 
lications will not be returned unless 
specifically requested at time of en- 
try. 

Winners of the Malcolm T. Mac- 
Eachern Citations and Honorable 
Mention Certificates -will be an- 
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nounced in HOSPITAL MANAGEMENT 
following the judging of the contests 
in June. The awards will be pre- 
sented, as has been the custom, dur- 
ing the American Hospital Associ- 
ation’s 1960 convention in San Fran- 
cisco. 

A limited number of reprints of 
articles concerning some of the pre- 
vious contests are available from 
HOSPITAL MANAGEMENT without 
charge upon request. These have 
been helpful to many hospital repre- 
sentatives in preparing contest en- 
tries. 8 


Hospital Planning Assn. of 
Allegheny County 


Dr. C. R. Rorem 


™ DR. C. RUFUS ROREM, former ex- 
executive director of the Hospital 
Council of Philadelphia for the past 
13 years, has become executive di- 
rector of the Hospital Planning As- 
sociation of Allegheny County, 
Pennsylvania, with headquarters in 
Pittsburgh. 

The Planning Association is a 
new citizens’ group established to 
cooperate with the hospitals in de- 
veloping and maintaining a “com- 
prehensive, flexible plan for capital 
expansion and improvement of hos- 
pital facilities for patient care, edu- 
cation and research in Allegheny 
County.” 

The hospital planning group is fi- 
nanced by contributions from in- 
dustrial firms in Pittsburgh and 
Allegheny County. Chairman of the 
executive committee is Clifford F. 
Hood, former president of the U. S. 
Steel Corp. 

The citizens’ planning body was 
formed after a thorough study of 
hospital facilities in Allegheny 
County, and with the cooperation 
and approval of the Hospital Coun- 
cil of Western Pennsylvania, a 
membership organization concerned 
with operating, professional and fi- 
nancial problems of the institutions. 
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Hospital Trusteeship 


by Charles U. Letourneau, M.D. Starling 
Publications, Box 255, Chicago 90, Illinois, 
1959. pp 469. $7.50. 


® THE AUTHOR of this latest contri- 
bution to the literature of hospital 
care has proved once more that you 
cannot examine any aspect of such a 
subject independent of its back- 
ground within and without the walls 
of the institution. His decision to 
educate the hospital trustee in this 
way is the major merit of this book, 
apart from its authoritative and ex- 
perienced presentation of this diffi- 
cult case. He must have known, as 
he unfolded his argument, that 
many more readers than the one for 
whom it was primarily intended 
would benefit from it. He seems to 
say in these pages that it is just as 
important to be understood as to 


understand, and where is the trus- 
tee who cannot benefit his hospital 
as well as himself by seeking con- 
stantly to be understood? 

So many professions, disciplines 
and techniques are represented in 
the area of hospital administration 
that any effort at playing up any 
one of them must be a bewildering 
exercise in mental balance as well 
as restraint. Ours is a gruelling pro- 
fession at best, even tho it is so 
handsomely rewarding at times, and 
we need all the encouragement of 
volumes like these, and all of their 
help, in dealing with the problems 
of the sick. We shall not get uni- 
versal agreement on the wisest solu- 
tion of any of these unless we place 
the patient, who has been given 
over to the trustee when no other 
course is possible, in his proper 
position in the hospital, as well as in 
a three-dimensional scheme of hos- 
pital organization. That there may 
be more than one way of achieving 
such a happy result is doubtless 
true and this thought is reflected 
in these helpful pages. 

One of the striking characteristics 
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of this volume is the delicate bal- 
ance which it maintains between the 
legal and the moral in hospital 
practice, and this should have a 
special appeal to trustee and admin- 
istrator alike. If there is a touch of 
dogmatism here and there and a 
tendency to want to be taken for 
granted, the author can safely point 
to his professional record in many 
fields of hospital activity to justify 
his stand. There is something here 
for everybody who is called upon to 
serve the sick man and this includes 
the veteran in our field, as I can 
testify from personal experience. I 
was able to understand the author’s 
predicament on occasion as he drew 
on his well-stocked mind for guid- 
ance—and it is obvious that a pray- 
er went with it, one that deserves to 
be answered by a generous reader- 
response. For him who expects the 
solution of all his problems in the 
pages of one book there may be 
some slight disappointment here, 
but there will be compensations 
aplenty for him as he is gently led 
on to the path which will lead him 
to help himself. There comes a time 
in the care of the sick, and the soon- 
er the better, when argument must 
cease and responsibility for deci- 
sions must be assumed. The author 
has been at particular pains to bear 
such requirements in mind as he 
stimulates the administrative mind, 
of trustee as well as administrator, 
to more and more responsible think- 
ing. Merits like these deserve a wide 
reception in the hospital family and 
they become all the more note- 
worthy when the trustee makes 
them his very own. Complete agree- 
ment on all disputed questions can- 
not be offered in the hospital field 
any more than they can be offered 
in any other field of human activity, 
but relatively complete agreement 
here will help to set matters right 
in the troubled world outside. 

This volume should be of great 
help in serving the patient better. It 
demands much of the hospital trus- 
tee, but no less should be accepted 
by the community whom he repre- 
sents. This contribution to such 
noble causes belongs in one or more 
places in our hospitals where it can 
be consulted at all times, and per- 
haps particularly when our con- 
science tends to become rusty from 
disuse. E. M. Bluestone # 
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hospitals & the Law 


by Emanuel Hoyt, LL.B. | 


Patient’s Fall From Bed Result 
Of Her Contributory Negligence 


™ THE EVIDENCE SHOWED that the de- 
ceased was 82 years of age when 
she entered defendant’s convales- 
cent hospital and that she had poor 
eyesight and suffered from hy- 
pertension, generalized arterio- 
sclerosis and a kidney involvement. 
Due to a stroke, the deceased had 
trouble walking and required a 
cane or a companion to help her. 
The testimony indicated that, on 
the whole, she was in generally 
good health and mentally alert for 
a woman of her age. Upon her ad- 
mission to defendant’s hospital, her 
daughter informed defendant’s 
manager that her mother was in 
the habit of going to the bathroom 
several times at night and requested 
that her bed be provided with side 
rails as a safety measure to prevent 
her from falling in the darkness. 
Side rails were installed on one side 
of her bed the other side being 
placed against the wall of her room. 
However, at the request of de- 
ceased, the position of the bed was 
changed with the railed side facing 
the wall thereby allowing decedent 
the freedom to leave her bed when 
she so desired. As to what trans- 
pired on the night of the accident, 
the parties were agreed that the de- 
cedent fell to the floor of her room 
and that at or about that time she 
suffered a paralytic stroke. 

It was held that although it 
might be conceded that defendant 
had the duty at the outset, under 
the terms of his contact with plain- 
tiffs, to provide side rails for the 
bed, the decedent being a respon- 
sible and mentally alert individual 
was capable of acquiescing to the 
removal of the side rails and could 
be said to have been guilty of con- 
tributory negligence in attempting 
to rise on the occasion in question 
without help. The court held that 
plaintiff failed to show as a neces- 
sary part of her case that the de- 
cedent was not responsible for the 
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accident and thereby failed to show 
that the negligence of defendant 
was the proximate cause of the ac- 
cident. The judgment for plaintiff 
was reversed. 

(Fergison v. Belmont Convalescent 
Hospital, 9 CCH Neg. Cases 2d 
1352—Ore.) 


Embalmer Liable For Damages 
For Negligent Preservation 
Of Body 


™ PLAINTIFFS brought this action 
for damages allegedly caused by the 
negligence of the defendant em- 
balmers in performing their con- 
tract to embalm the body of plain- 
tiffs’ deceased father and ship it 
from San Jose, California, to Enid, 
Oklahoma. Upon the conclusion of 
the trial the court granted a di- 
rected verdict for the defendants. 

The body arrived at Enid in a de- 
cayed condition, malodorous and 
dripping fluid. The mental and 
emotional shock suffered by plain- 
tiffs upon learning that the body 
was in such a condition made them 
ill, an element of compensable in- 
jury that is within the purview of 
the legal principles. 

Plaintiffs claim there was evi- 
dence that should have gone to the 
jury on the question of defendants’ 
negligence. They refer to the testi- 
mony of Richard M. Parkis, funeral 
director and mortician, who ex- 
amined the body upon its arrival 
at Enid. He expressed the opinion, 
based upon the condition of the 
body, that the embalming fluid used 
in this case had not circulated 
throughout the body. He also testi- 
fied that there are several methods 
whereby an embalmer can deter- 
mine whether or not the embalm- 
ing fluid has circulated throughout 
the body, and if it appears that the 
fluid has not circulated in some 
part of the body an embalmer can 
pick up an artery in that part and 
inject embalming fluid in that area; 
also, when a body is to be shipped 









one is usually more careful to make 
sure he has adequate circulation, 
adequate fluid; you take more pre- 
cautions in such a case. 

In this situation, the jury could 
believe Mr. Parkis’ testimony and 
find for the plaintiffs. It cannot be 
said that there is “no evidence of 
sufficient substantiality to support 
a verdict in favor” of plaintiffs. It 
was error to direct a verdict for 
defendants. 

The judgment of dismissal was 
reversed and a new trial ordered. 
(Carey v. Lima, Salmon and Tully 
Mortuary, 9 CCH Neg. Cases 2d 
543-Calif.) 


Hospital Pathologist Not Liable 
For Patient’s Fall After Blood 
Sample 


™ THE ACTION was first brought 
against Louise Obici Memorial 
Hospital, wherein Dr. Carroll had 
his offices. ; 

It developed on pre-trial that 
under a written contract between 
the hospital and Dr. Carroll, the 
latter had complete charge of the 
pathology department and labora- 
tories of the hospital, and the per- 
sonnel of the department were un- 
der his exclusive supervision and 
control. 

The motion for judgment alleged 
that Dr. Carroll, a medical doctor, 
by and through his servant and em- 
ployee, had been negligent in per- 
forming a routine blood test on 
young Richardson, immediately 
after which Richardson fainted and 
fell to the floor, causing the in- 
juries complained of. 

It is not contended that the blood 
was not properly withdrawn from 
the patient’s arm. The sole act of 
negligence relied on is that the 
technician did not advise the pa- 
tient to remain seated for a few 
minutes after placing the pledget 
on his arm. 

The evidence is that the student 
technician placed the pledget on 
the patient's arm while he was 
seated in the chair, and she mo- 
mentarily turned to place the blood 
sample in the basket when the pa- 
tient, of his own violation, im- 
mediately arose to a standing po- 
sition and fainted. 

There was no proof that the de- 
fendant was guilty of any negli- 
gence in the manner complained of. 
There was no evidence that he or 
his servant failed to follow the usual 
and approved custom and practice 
in this instance. 

(Carroll v. Richardson, 9 CCH Neg. 
Cases 2d 1423—Va.) v 
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medical RECOROS | 


by Adeline C. Hayden, C.R.L. 


Subjective and Objective Symptoms 


QUESTION: Our doctors use the 
terms subjective and objective symp- 
toms. What are they referring to? 


ANSWER: I don’t know just how 
your physicians are using the terms 
subjective and objective but I can 
give you the meaning of the two 
terms and you can determine 
whether or not the physician is 
using the term in this manner. Sub- 
jective symptoms are those which 
the patient feels in contrast to those 
which can only be detected by the 
physician. The objective symptoms 
are the actual observations of the 
physician. Objective symptoms in- 
clude reports of examinations by 
specialists and the results of exam- 
inations by instruments. 


Infections and Infestations 


QUESTION: 1 have had difficulty in 
recording infections and infestations. 
Are they considered the same? 


ANSWER: These two terms are not 
synonymous. Infection is the im- 
plantation of an infective agent. 
Infestation is the condition or state 
of being infested with the presence 
of an animal parasite in or on the 
human body. The Standard Nomen- 
clature uses the term “infection” as 
defined above. The nomenclature 
restricts the definition and use of 
the term “infestation” to the pres- 
ence of animal parasites of the 
phylum Arthropoda or insect family. 


Hospital's Name on Forms 


QUESTION: Should the name of the 
hospital always be printed on every 
form used by that particular hospital? 
We use some “stock” forms and hesi- 
tate to add the unnecessary expense 
of printing unless it is absolutely es- 
sential. 


ANSWER: To my knowledge there 


are no definite rules or regulations 
which govern the printing of the 
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name of the hospital on the form. 
The identification sheet should carry 
the name of the hospital as the 
medical record may be subpoenaed 
to court. Good medical record keep- 
ing requires that all sheets of the 
record be securely fastened together 
with staples, Acco fasteners, brads 
or other type of fastener. My advice 
is to have the name of the hospital 
printed on any of the forms which 
may leave the hospital. 


Volume of Work 


QUESTION: Our business office has 
asked me to give an account of the 
volume of work in the_ department. 
On what can I base such a figure? 


ANSWER: In measuring the work 
in the medical record department 
I use the patient’s chart as the unit 
of service. Your monthly report 
should include the number of medi- 
cal records handled by the depart- 
ment, such as, discharges, insurance, 
legal, research purposes, study, 
clinics, and social service depart- 
ment. Such a report is excellent in 
as much as it gives the business 
office and the administrator some 
idea of the activities of the depart- 
ment. 


Physicians’ Index Cards 


QUESTION: How long must we keep 
the cards in our physicians’ index? I 
at one time used a ledger and have 
all of those sheets, plus my cards. 


ANSWER: There are no specific 
requirements relative to preserva- 
tion of physicians’ index cards. Only 
the individual hospital can deter- 
mine the needs. The credentials 
committee of the hospital may find 
this index of value when renewing 
annual medical staff appointments 
and the administrator may find the 
file useful in evaluating the work 
of an individual or the medical staff 
as a whole. I would say that the 
index had served its purpose within 


a 10 year period but use your 
statute of limitations as your guide. 


Formula for Average Length of Stay 


QUESTION: What is the formula for 
figuring average length of stay? 


ANSWER: The sum of the days 
care rendered to all disch.rged pa- 
tients for one month divided by the 
number of patients discharged thai 
month will give the average length 
of stay. 


Bed Compliment 


QUESTION: Are bassinets included in 
the bed complement? 


ANSWER: Bassinets for newborn 
infants are not considered to be 
hospital beds but those used for in- 
fants other than newborn, such as 
infants in the pediatric department, 
are included in the bed complement. 


Purchasing for Medical Records 


QUESTION: I have recently been 
asked to do the purchasing for my 
department. This is an entirely new 
experience for me. Can you give me 
some suggestions? 


ANSWER: First may I state—I do 
not know what prompted your ad- 
ministrator to take such action but 
he apparently has great confidence 
in your ability. Don’t let him down. 
If you know absolutely nothing 
about buying tell him so, then if he 
wishes you to undertake the task 
following are a few basic principles, 
but there are many more dependent 
upon how extensive your purchas- 
ing is. 

You must be honest. 

Know and depend upon reliable 
firms. 

Save money through thoughtful 
and economical use of materials 
and supplies. 

Don’t be tempted by apparent 
bargains. 

Acquaint yourself with various 
paper stocks. Know the quality you 
are ordering. 

Whenever possible secure prices 
from different dealers but before 
asking the price know the quality 
you want and the quantity as 
prices are secured on such basis. 

Do not make snap decisions. 
Know the equipment you purchase 
is going to serve your purpose. 

Last but not least remember a 
sure way to failure is to compro- 
mise with principles. ® 
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hospital calendaR 


January 


21-22... Alabama Hospital Association, 
Dinkler-Tutwiler Hotel, Birming- 
ham, Alabama. 


February 


4-6 .. American College of Hospital 
Administrators’ Third Annual Con- 
gress on Administration, Morrison 
Hotel, Chicago, Ill. 


7-9... American Medical Association, 
Congress on Medical Education 
and Licensure, Palmer House, Chi- 
cago, Illinois. 


16-18 . . National Association of Methodist 
Hospitals and Homes, Deshler- 
Hilton Hotel, Columbus, Ohio. 


16-18 . . American Protestant Hospital As- 
sociation, Deshler-Hilton Hotel, 
Columbus, Ohio. 


22-24 . . Association of Operating Room 
Nurses, Statler-Hilton Hotel, New 
York, New York. 


23-25 .. Quebec Hospital Association, 
Queen Elizabeth Hotel, Montreal, 
Quebec. 


March 


24-26 . . Louisiana Hospital Association, 
Bellemont Motor Hotel, Baton 
Rouge, Louisiana. 


28-30 . . New England Hospital Assembly, 
Statler-Hilton Hotel, Boston, Mas- 
sachusetts. 


29-31 . . Kentucky Hospital Association, 
Kentucky Hotel, Louisville, Ky. 


31-April | Georgia Hospital Association, 
Jekyll Island, Georgia. 


April 


4- 7... Ohio Hospital Association, Vet- 
erans Memorial Building, Colum- 
bus, Ohio. 


7- 8. . Pennsylvania Association of Med- 
ical Record Librarians’, Governor 
Hotel, Harrisburg, Penn. 


34 


10 . . Institute for Medical Record Li- 
brarians, sponsored by South 
Dakota Association for Medical 
Record Librarians, Park Hotel, 
Madison, North Dakota. 


21-22 . . Carolinas-Virginias Hospital Con- 
ference, Roanoke Hotel, Roanoke, 
Virginia. 


27-29 . . Middle Atlantic Hospital Assem- 
bly, Convention Hall, Atlantic 
City, New Jersey. 


27-29 . . Mid-West Hospital Association, 
Municipal Auditorium, Kansas 
City, Missouri. 


2- 4. . Tri-State Hospital Assembly, Pal- 
mer House, Chicago, Ill. 


3- 6 . . Southeastern Hospital Conference, 
Deauville Hotel, Miami Beach, 
Florida. 


8-12 . . National Geriatrics Society, Deau- 
ville Hotel, Miami Beach, Florida. 


10-12 . . Texas Hospital Association, Mem- 
orial Auditorium, Dallas, Texas. 


12... Massachusetts Hospital Associa- 
tion, The Statler-Hilton, Boston, 
Massachusetts. 


11-13 . . Upper Midwest Hospital Confer- 
ence, Minneapolis Auditorium, 
Minnesota. 


26-27 . . Tennessee Hospital Association, 
Peabody Hotel, Memphis, Ten- 
nessee. 


30-June 2 Catholic Hospital Association, 
Municipal Auditorium, Milwaukee, 
Wisconsin. 


June 


20-22 . . Mississippi Hospital Association, 
Hotel Buena Vista, Biloxi, Missis- 
sippi. 





List Your Meetings 
As soon as the dates for the next 
succeeding meeting of an organiza- 
tion have been determined an offi- 
cial should forward those dates at 
once to Editor, Hospital Manage- 
ment, 105 W. Adams St., Chicago 3, 

lll. to insure appearance here. 
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by Milton I. Roemer, M.D. and Rodney F. White, M. Com. 


Community Attitudes Toward Hospitals 


Part I 


= IN 1956, two small hospitals of 
upstate New York in towns about 
100 miles apart engaged in com- 
munity fund-drives. Feeling the 
pressure of increased hospital utili- 
zation found almost everywhere in 
the United States, they both wanted 
to increase their bed capacities. Be- 
ing voluntary non-profit institu- 
tions, this meant “going to the com- 
munity” for construction money. 
After systematic money-raising 
campaigns, one hospital reached its 
dollar goal and the other did not. 
The two hospital administrators ap- 
proached the Sloan Institute of 
Hospital Administration with the 
query: “Why did one of us succeed 
and the other fail?” 

With this challenge, we set out to 
investigate a question which has 
long faced every voluntary general 
hospital in America: what are the 
determinants of community support 
for a hospital? A search of the lit- 
erature revealed that there were 
many reports on “public relations” 
of hospitals—mostly “how-to-do-it” 
articles on winning friends and in- 
fluencing people to like the local 
hospital. Methods for conducting 
fund raising campaigns have been 
outlined, and several experiences in 
fund-drives have been reported.’ 


From the Sloan Institute of Hospital Ad- 
ministration, Graduate School of Business 
and Public Administration, Cornell Uni- 
versity, Ithaca, New York. 

For their assistance in the field work on 
which part of this report is based, grateful 
acknowledgment is made to Vaughn Blank- 
enship, Robert Crawford a Donald 
Woolf. Since June, 1959, the continuation 
of this study has been under the direction 
of Ray Elling, Ph.D. 

Presented at the meetings of the Be- 
havioral Science Section of the New York 
State Public Health Association. 
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A Preliminary Report of Research 


There are relatively few empirically supported propositions 


on the relations between institutions and the communities they serve, 


and we hope that this study will help 


to increase knowledge on this important problem. 


One study described the processes 
involved in launching new hospitals 
in diverse communities under the 
federal hospital construction pro- 
gram.’ There have been a number 
of reports on both patient attitudes 
and general public attitudes to hos- 
pitals.* 

We did not find, however, a study 
which set out to define clearly the 


‘meaning of “community support” of 


a hospital. 

Was this purely a question of 
fund-giving? 

Was it basically a question of 
attitudes or opinions? Moreover, as- 
suming that a clear definition of 
community support could be 
reached, what were its determi- 
nants? 

Was this entirely a question of the 
hospital’s performance and its pub- 
lic relations skills? 

Was it influenced by the size and 
composition of its surrounding com- 
munity? Moreover, how does one 
define the community served by a 
hospital—let alone examine the rel- 
evant characteristics in it? 

As in most sociological questions, 
the more thought one gave to the 
problem, the more complex it grew. 
As a starter, a relatively simple 
hypothesis was set up. The im- 
portance of community “power- 
structure” in decisions on many so- 
cial issues had recently been dem- 
onstrated.© Why not examine the 
relationship of the authorities con- 
trolling the two inquiring hospitals 
to the power-structures in their re- 
spective communities? Perhaps this 
provides the key to “success” or 
“failure” in a fund-drive. On this 
basis, a field study was conducted 
in the summer of 1957 in the town 
where the fund drive had “failed.” 

Findings from studies like those 


of Floyd Hunter’ and Paul Miller’ 
suggested that the involvement in 
hospital affairs of influential mem- 
bers of the community, particularly 
those with economic power, can be 
an important determinant of the 
hospital’s success. In order to in- 
vestigate whether the relationship 
of the hospital to the power struc- 
ture was an important determinant 
of hospital-community relations it 
was necessary, first, to identify the 
persons composing the local power 
system. To do this, membership in 
the power system was defined as 
including those persons reported as 
playing an influential role in earlier 
community issues and in local or- 
ganizations. These persons were 
identified by a kind of snowballing 
interview procedure, in which the 
researchers gradually constructed a 
picture of the power system through 
talks with both key informants, like 
local newspaper correspondents and 
business executives, and with casual 
contacts. Additional data were ob- 
tained from newspaper reports and 
other documentary materials. 

As has been found in other 
studies of community power struc- 
ture, a point occurred in the inter- 
viewing where few if any new 
names were volunteered. After this, 
the interviews were focused mainly 
on topics like the hospital fund 
drive, the proposed location of the 
new hospital, and other aspects of 
hospital-community relations, in or- 
der to get a general impression of 
community attitudes toward the 
hospital. Various interviewing 
methods were tried out, from a 
relatively unstructured approach to 
a more directed one, with a view 
to determining which was the most 
productive for this type of study. 

Beyond these interviews, some 
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historical data were collected to 
cast the present situation in better 
perspective. The study also was 
aided by copies of two previous 
“hospital surveys” which had been 
conducted in the area. 


The findings of this pilot project 
were somewhat inconclusive, but 
did serve to provide a number of 
suggestions for the design of the 
larger study. In the first place, the 
question of relationship between the 
hospital and the community power 
structure is complicated by at least 
two problems. One of these is that 
the service area of a hospital will 
seldom constitute a community in 
itself, but rather wili either include 
several smaller communities or be 
only a part of a larger community. 
The second problem is that there 
may be competing power groups in- 
volved rather than a monolithic 
power structure.’ Third, people’s in- 
volvement in other non-hospital 
related issues are likely to carry 
over into their relations with the 
hospital. In this study, the group 
which appeared to operate as a po- 
litical machine locally was not rep- 
resented on the hospital board and 
its influence did not seem to ex- 
tend significantly into the larger 
geographic area served by the hos- 
pital. The issue of location of the 
new hospital, moreover, for which 
the proceeds of the fund drive were 
to be spent, involved competing in- 
terests between the local commu- 
nity where the hospital is now lo- 
cated and other parts of the larger 
service area. These complications 
illustrate some of the methodologi- 
cal problems encountered, which 
have also been raised by recent 
writers on power structure analy- 
sis.’ They also led to a decision to 
include this aspect in the larger 
study, but only against a back- 
ground of much greater data on 
both the hospital and community. 

A second finding suggested the 
need for a careful consideration of 
the use of “economic support” as a 
measure of good hospital community 
relations. Although the opinions ex- 
pressed about the hospital regard- 
ing the medical care received, and 
general appraisals of the hospital 
staff were, on the whole, quite posi- 
tive, there were many negative at- 
titudes in the sphere of hospital fi- 
nancing. Because of political and 
other complications associated with 
earlier fund drives and because of a 
multiplicity of such drives in the 
last few years, many people ex- 
pressed strong resistance to the 
launching of another appeal for 
funds. A finding noted in other 
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Where did the $10 million go? 


studies® on the persistence of earlier 
but no-longer valid notions con- 
cerning the hospital’s operation oc- 
curred here also. In this case, al- 
though the community had taken 
over the hospital more than 20 years 
before, many people still thought 
of it as a proprietary institution. At 
least one large potential contribu- 
tion from a well-to-do citizen was 
made conditional on the final loca- 
tion of the new hospital, and some 
felt that the presence of an impor- 
tant philanthropic organization in 
the background (which subsequent- 
ly put the drive over the top) in- 
fluenced some potential donors. 


The Larger Research Design 


The experiences and findings in 
this community only served to em- 
phasize the importance of taking a 
comprehesive view of the problem 
of hospital-community relations. 
Our first task was to arrive at a 
definition of community support for 
a hospital which was quantifiable; 
otherwise, we could not very well 
say whether the level of support 
was high, low or medium. The next 
task would be to construct a re- 
search design which would permit 
us to examine and seek correlations 
between various probable, or at 
least possible, determinants of the 
level of support. 

The approach we finally decided 
upon was one which is conventional 
in the natural sciences but some- 
what less common, because of its 
intrinsic difficulties, in the social 
sciences. This was to obtain two 
groups of community situations 
which differed with respect to the 
point we were studying, namely 
support of the hospital. We would 
then compare these situations with 


regard to all characteristics that 
might contribute toward the support 
of the hospital. Out of-these com- 
parisons, there should emerge a pat- 
tern of characteristics associated 
with high support of hospital, as 
distinguished from low support. One 
could then, with caution, conclude 
that if high community support of 
hospitals is desired, certain charac- 
teristics or actions are helpful— 
some of which in a particular com- 
munity may prove to be achievable 
while others are not. 

The definition of community sup- 
port for a hospital in quantitative 
terms is not an easy matter. At this 
stage, we are still not certain how 
it will finally emerge. We believe, 
however, that at least the following 
elements will have to enter into a 
scoring system: 


1. Attitudes expressed 

2. Funds donated 

3. Volunteer services given 

4. Decisions on choice of hospital 
Additionally there may be some 
useful indirect reflections of com- 
munity support like attendance at 
hospital board meetings and staff 
turnover. 

Time does not permit discussion 
of how we hope to quantify each of 
these reflections of public support 
(high or low), but we might say a 
word about one of them—funds do- 
nated—since that was the criterion 
of community support that gener- 
ated the entire study and is the one 
probably foremost in the mind of a 
hospital administrator when he talks 
of wanting “support.” 

First of all, how can something 
even so numerical as dollars given 
be quantified in a way that permits 
comparison of hospital-community 
situations. Certainly the success or 
failure of reaching a _pre-deter- 
mined “goal” as implicit in the orig- 
inal query cannot withstand scru- 
tiny, for how realistic are the goals 
of hospital fund drives in different 
community situations in relation to 
the economic potential of each? 
Moreover, hospitals by no means 
have fund drives every year. Our 
final, or we should rather say our 
current tentative, approach is to 
collect data as follows: 


a) Determine the total funds 
raised through voluntary contribu- 
tions since 1945 (end of World War 
II) for hospital construction, ren- 
ovation or equipment. Calculate 
the per capita amount contributed, 
taking as the statistical base the 
population in the “hospital service 
area” from which donations were 
received. Compute this contribution 
as a percentage of the average per 
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capita income recorded by the U. S. 
Department of Commerce for the 
county in which the hospital is lo- 
cated. 

b) Make similar computations 
for funds raised for hospital opera- 
tions in the last three years, includ- 
ing special hospital fund drives and 
community chest allocations. 

c) Determine the highest per- 
centage of the local population (in 
the hospital service area) making 
a contribution of any amount for 
hospital construction in any single 
year since 1945. 

It is our intention to collect and 
tabulate data somewhat along these 
lines, and corresponding quantita- 
tive data on the other reflections of 
community support mentioned ear- 
lier, from some 21 general hospitals 
in the Central New York region. 
Our reason for this number is that 
we would like to hold size-of-hospi- 
tal (an extremely basic variable) 
constant, doing this by getting data 
from seven hospitals of large size 
(over 250 beds), seven of medium 
size (100 to 250 beds) and seven of 
small size (under 100 beds). We 
would then be able to select the 
highest scoring (in level of com- 
munity support) and lowest scoring 
hospitals in each of the three size- 
groups. These two series of three 
hospitals each would constitute our 
comparison groups on which further 
data would be gathered. 

The subsequent data would be 
designed to help us define quantita- 
tively the characteristics of the two 
sets of hospital-community situa- 
tions. The characteristics would ob- 
viously concern the hospital on the 
one hand and the community on the 
other. We need not go into details 
on the nature of these elements, 
partly for lack of time and partly 
because our ideas will doubtless 
change as we get into the study. Our 
approach is to utilize, as much as 
feasible, quantitative data on hospi- 
tals and communities already avail- 
able from established sources or 
readily computable from informa- 
tion at hand. We want to spend our 
time mainly in exploring relation- 
ships on the basis of known facts 
rather than digging out new facts. 
Here are the kinds of hospital char- 
acteristics we hope to quantify: 


A. Basic hospital characteristics 

1. Bed capacity 
2. Age of institution 
3. Location 
4. Type of sponsorship 
5. Bed-population ratio 

. Administrative policies 
1. Organized public relations 

activities 
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. Extra-mural 
(outpatient service, 
care) 

. Financial practices 

. Background of the adminis- 
trator 

. Other policies: visiting 
hours, personnel practices, 
et cetera 

. Quality features 

1. Accreditation status 

2. Physical plant and equip- 
ment 

3. Medical staff characteristics 

4, Nursing staff characteristics 

5. Indices of scientific alertness 
(autopsy percentage, re- 
search) 

. Over-all strength of service 
(staff-to-patient ratio, per 
diem costs) 

Among the community character- 
istics, we would aim to get quantita- 
tive data on the following: 

A. Basic features 

1. Size of population and 
trends 

2. Industrial character 

. Population characteristics 

1. Ethnic composition 

2. Income level 

3. Availability of large philan- 
thropy (proportion of the 
very rich) 

. Power structure and its re- 
lation to the hospital board 
of directors 

5. Educational level 
6. Prepayment coverage for 
hospital care 

For each of these characteristics 
of both the hospital and the com- 
munity it serves, there are various 
methodological problems and we 
have no illusions about the sim- 
plicity of getting reliable quantita- 
tive data. As in most exploratory 
studies of this type, certain factors 
may prove impossibly difficult to 
measure while others, not now vis- 
ualized, become evident. In any 
case, it is our hope to explore what- 
ever correlations may appear—posi- 
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I’m taking up a little collection to 
help balance the hospital budget. 


tive or negative—between the hos- 
pital and community characteristics 
of the high support hospitals, as 
compared with the low support 
ones. We do not expect to find clear- 
cut and utterly consistent relation- 
ships for the one group as against 
the other. The distinctions will very 
likely be fuzzy and surely no simple 
formula for success will emerge. We 
do expect, however, that our study 
will shed more light on the factors 
associated with community support 
of hospitals than we now have. 

On the basis of the research de- 
sign just summarized, we submitted 
a grant request to the U. S. Public 
Health Service and received funds 
to carry out this study over a three- 
year period. While awaiting action 
on this request, however, we de- 
cided to carry out a pilot study in 
three nearby communities on one 
specific aspect, namely measures of 
community attitudes to the local 
hospital. This was one of the points 
in the study on which new data, 
as distinguished from existing in- 
formation, would have to be col- 
lected and which, moreover, pre- 
sented some serious methodological 
problems. You may be interested in 
how we went about this and what 
we found. 

The hospital-community _ situa- 
tions selected for this pilot study 
were purposely different in charac- 
ter since we were still exploring the 
field rather than conducting a com- 
parative study. The three situations 
in which the research was carried 
out were: (a) a community with 
two hospitals, one small and one 
medium-sized by our definitions; 
(b) a one-hospital community 
where the nearest competing hospi- 
tal was nearly 25 miles away; and 
(c) a one-hospital community with 
a large hospital in a neighboring 
community close by. 

The major goal for this pilot study 
was to develop a questionnaire de- 
signed to measure attitudinal sup- 
port for the hospital and to assess 
such an instrument for selecting 
comparative hospital-community 
situtations. Our findings, although 
valuable in that they sensitized us 
to additional problems, confirmed 
our earlier belief that an attitudinal 
measure in itself is not sufficient to 
permit the discriminations we need. 
They led us to conclude that we will 
probably need to develop some 
multi-form measure of support and 
use it to select the situations for the 
comparative study. 


The report of this study will be con- 


cluded in the February issue. 
Please turn to page 55 for references. 
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Belvidere, Illinois 
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Owner Nazareth Convent & Academy, on 
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# ECONOMY OF PERSONNEL, motion 
and operating costs are the aims of 
this compact design. Air conditioned 
throughout, the building features 
two stories which house all of the 
facilities adequately with ample 
room for storage, development and 
expansion. 

Although round nursing units 
were originally contemplated, the 
same effect has been accomplished 
by the use of the unique “clover- 
leaf” design attached to a central 
core which contains the essential 
services. The “cloverleaf” is a step- 
saver. The nursing unit is located 
centrally in the “cloverleaf’ giving 
a minimum of walking distance for 
floor nurses. A surgical unit is im- 
mediately adjacent to the operating 
room while the maternity unit is 
immediately adjacent to the deliv- 
ery room. 

Particularly noteworthy is the 
operating room, central service and 
maternity service complex on the 
second floor which is planned to 
eliminate duplication of equipment 
and personnel. 

Metal cabinets used to separate 
patient rooms and the adjacent 
toilets will provide adequate stor- 
age for patients’ needs, as well as 
eliminate some furniture, thus al- 
lowing for easier cleaning and 
providing larger patient rooms. 

Limitation to two floors has some 
advantages in reducing elevator 
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traffic. Visitors and personnel are 
encouraged to walk up or down 
one flight instead of waiting for the 
elevator. 

Although designed for 100 beds, 
this unit can be expanded without 
much difficulty into an ultimate 
possibilty of 400 beds by simply en- 
larging the core and adding on more 
“cloverleaf” wings. 8 




















TREATMENT RM 


Typical Patient Room 


For floor plans see 
two following pages, please. 
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® LABOR TURNOVER is a_ serious 
problem in hospitals just as it is in 
business or industry. Turnover 
Zero, the theoretical goal of many 
personnel offices, is as undesirable 
as it is unattainable. Some turn- 
over is healthy; it injects new blood 
and erases the possibility of stagna- 
tion. However when turnover be- 
comes too high, it also becomes too 
expensive. This was the trouble we 
found ourselves in three years ago 
as we started to level off our work- 
ing force after a period of exten- 
sive construction and major in- 
creases in personnel. 

Opening new or expanded serv- 
ice areas required rapid hiring of 
as many as six or eight people at 
the same time. This was a large 
order for us, and the applicants 
were not all of the highest calibre. 
In March, 1957, an extensive analy- 
sis of the entire employment situa- 
tion was made by the personnel de- 
partment and the resultant report 
printed and distributed to all su- 
pervisors and the Board of Direc- 
tors. This report showed our mini- 
mum _ personnel requirements 
(graph 1) as determined by depart- 
mental supervision based on 80 per- 
cent occupancy for our total of 330 
beds, including 52 bassinets. The 
figure of 570 employees, exclusive 
of interns, residents and students, 
was slightly lower than the na- 
tional figure of 2.3 employees per 
patient used as a standard at that 
time. We did not feel that this num- 
ber could be reduced to coincide 
with daily fluctuations in occupancy. 
Since nursing would require 287 
(excluding 107 student nurses) of 
the 570 employees needed, we felt 
that further breakdown as to how 
they would be used (table 1) was 
essential. 

We then decided to show just 
where we stood as of a given date 
in regards to these requirements 
(graph 2). 


Table |. Requirements of Nursing Personnel 








Needed. 

Registered Ancillary 

Nurses Nurses 
Bedside Care* 75 91 
Special Services** 25 36 

Teaching, Research and 

Community Service} 32 135 
TOTAL 132 262 





*Includes maternity, nurseries, pediatrics, 
private, semi-private, and wards. 

**Iincludes central supply, labor and de- 
nok cystoscopy, O.R., Tlood bank and 


tincludes school, administration, emer- 
gency, clinics, O.P.D., and student nurses. 
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EEEERERERERERE 








RK 


ma ean ae . 
edb ibtee 

Medical Doctors yy 10 
Sie ; 





Clerical 


EERKEKREREK 80 





Technicians 


R&T; 


32 














This Chart does not include 130 House Staff and Student Nurses. 
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Graph 1. Minimum personnel requirements. 


Turnover A problem in employee relations 


by John A. Rockwell 


Administrative Assistant 
The Memorial Hospital 
Wilmington, Delaware 


With this operating information 
before us, we turned to see why we 
were not retaining the employees 
(table 2) once they were hired and 
performing their tasks satisfactorily. 
Every separation during the year 
was checked for department (table 
3) and reason (table 4) and we 
found a total of 660 separations for 
a current work force of 555 em- 
ployees. Dominant among the rea- 
sons for leaving was “left without 
notice,” indicating a lack of exit in- 
terviews and many employees who 
just stopped showing up for work. 
The nursing department, being the 
largest, also had the greatest num- 
ber of separations. 

During the following year, de- 
termined efforts were made to im- 
prove the picture and to remedy 
the causes for this large turnover. 
Following circulation of the report 
to board members, we solicited the 
counsel of experienced men from 
local industry. The unanimous con- 
clusion was that the most important 


by Chas. E. Vadakin 
Managing Director 

The Memorial Hospital 
Wilmington, Delaware 


Table 2. Percentage of Turnover (Jan. |, 
1956-Dec. 31, 1956) in Relationship to 
Length of Service. 








Length of 
Service No. Percent of 
(years) Employees Total 
25 or more 5 0.9 
20 2 0.4 
15 8 1.4 
10 16 29 
5 34 6.1 
3 aa 79 
2 62 11.2 
I 162 29.2 
Under | year 222 40.0 
TOTALS 555 100.0 





single contributing factor in con- 
trolling turnover was supervision. 

Immediate steps were taken to 
promote supervisory training and 
to extend our participation in a 
number of institutes and training 
programs which were sponsored by 
affiliated branches of the American 
Hospital Association, industry and 
the local university. Evaluations 
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Table 5. Labor Turnover by Departments. 
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Graph 2. Total personnel requirements. 


were made for all supervisory em- 
ployees and a number of changes 
resulted. The personnel office spent 
more time interviewing, investi- 
gating and evaluating applicants be- 
fore employing them. An employ- 
ment manager was hired to assist 


Table 3. Turnover of Personnel by Depart- 
ments, Jan. |, 1956-Dec. 31, 1956. 





Department 


Accounting 
Blood Bank 
ECG 
Executive Office 

Food Service 

Housekeeping 

Laboratory: |...o222.. ec 

Laundry 

Medical Records ............. 

Medical and Surgical .... 

Maintenance 

Nursing 

Personnel and Public Relations 
Sh. | URE Reece ai een 
Physical Therapy 

School of Nursing 
X-Ray 




















JANUARY, 1960 


Table 4. Reasons for Leaving Employment, 
Jan. 1, 1956-Dec. 31, 1956. 


Left without notice ................. 
Clee Werke 22 oa. 

Unsatisfactory 

Absenteeism .................... 

Needed at home ........ 

Leaving area Z 
Siar eh a gi. kee 
ce) ONS OS ES Ean ae eee are oan 
Returning to school 

Pregnancy 

Intoxication ... 

Marriage 

Temporary work 

Entered Armed Services 




















the personel director with this work 
since, by industrial standards, we 
were grossly understaffed for the 
work which was required and for 
the results expected. An orienta- 
tion manual and an _ employees 


Maintenance 
Accounting 
Laboratory 
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School of Nursing 


Medical Records 

Physical Therapy 

Pharmacy 

Electrocardiography 

Blood Bank 

Executive Office 

Personnel and Pub. Rel. 

Medical and Surgical 

Medical Library 

Research 

Print Room 

Social Service 

Inhalation Therapy 

Isotope 

Network Transcription 
Total 660 

Turnover Rate (%) 10.2 
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handbook were composed and dis- 
tributed to all supervisors as tools 
and guides to better employee re- 
lations. 

The result in one year was an 
encouraging decrease of 36 percent 
in the total number of separations. 
This represented a drop from 660 
to 420 separations (tables 5 and 6). 
Estimated at a modest cost of $100 
per employe, a saving of $24,000 
was realized. This is a considerable 
amount to any hospital. 

The reasons for separations also 
showed a remarkable reduction in 
certain categories with “left with- 
out notice” dropping by 51 percent. 
This indicated to us that more sta- 
ble people were being hired and 
more employees were discussing 
their problems with their super- 
visors rather than just walking off 
the job and not returning to work. 

Progress has been made to the 
extent that we feel we may be 
reaching a leveling off point be- 
yond which not much further de- 
crease in turnover can be expected 
unless this area experiences an eco- 
nomic depression; but we realize 
that reduction in turnover is not 
the only answer to an efficient, 
satisfied and adequate working 
force. We should look to the qual- 
ity of the employees who are leav- 
ing and we know that increased 
wages and added fringe benefits 
alone will not eliminate harmful 


Please turn to page 91 








Remodeling 


Food Service 


Facilities 


Problems and the Solutions 


by Christine R. Pensinger 


™ AS PERSONS are living longer 
there is a great trend, especially 
among certain groups who still wish 
to live their individual lives with- 
out being a burden on their fam- 
ilies, to live in homes for those over 
65 years of age. 

These homes are and will be op- 
erated on different principles. In 
some the members will reside and 
pay on a monthly basis, while in 
others they will have a life time 
care membership. In all of these 
homes one of the primary concerns 
of the members is in the food, its 
quality, variety and service. 

Many structures, originally built 
for other purposes are being pur- 
chased and turned into homes for 
our senior citizens. The food service 
in these homes differs greatly from 
any other type of institutional feed- 
ing. We believe that the content- 
ment and happiness of these old- 
sters begins in the dining room. If 
they are not satisfied with the food, 
its quality, the manner in which it 
is served, or their table partners, 
their lives will be unhappy. Each 
of us, no matter what the age, must 
eat in order to survive and so we 
all consider ourselves as an author- 
ity on food. As our activities grow 
more limited food usually becomes 
more important. 


Remodeling Problems 

Each home, depending upon its 
type and the structure to be re- 
modeled, will have different prob- 


All photos by Christine R. Pensinger. 
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The superintendent and the dietitian study visual model of 
proposed food service facility and make suggestions 


for more efficient operation. 


lems. When management decides 
that it is necessary to remodel many 
mistakes can be prevented and 
much money saved, if a qualified 
food service consultant is secured 
to design the kitchen, dining and 
related areas. 

Before even preliminary plans are 
made it is very necessary that the 
persons doing the planning be en- 
tirely familiar with the needs of the 
home. The following are only a few 
of the items on which the designer 
must have information before the 
plans can even be started. 

The amount of the budget. 

The menu pattern. 

The method of serving, is it to be 
plate, casserole or buffet? 

The cost level of the diet. 

Food preparation methods. 

The number of employees, men 
or women and their ages. 

The existing structural limita- 
tions. 

The existing equipment which can 
be used. 

Will there be an infirmary or hos- 
pital in connection with the home, 
or will the members be sent to hos- 
pitals off the grounds. 

The photographs illustrate some 
of the remodeling problems and 
method used in solving them when 
the “Casa de Manana”, in La Jolla, 
California, was in the preliminary 
planning stages of remodeling their 
food service facility. The “Casa de 
Manana” was an exclusive resort 
hotel located on one of the most 
beautiful points overlooking the Pa- 
cific. This hotel was in its prime 
in the late 20’s and early 1930’s, but 


in the early 1950’s the owners found 
it very difficult to operate at a 
profit. This was partly due to new 
modern motels being built in the 
area, high labor costs and the fact 
that if they were to continue to at- 
tract their same class of clients, ex- 
tensive repairs were needed. The 
“Casa” was purchased by The Pa- 
cific Homes Corporation to be used 
as one of their homes for retired 
citizens over the age of 65. With 
only a few additional purchases of 
equipment the home has used the 
same food service facility as was set 
up for the hotel. This set-up was 
used for six years, but since the 
food and method of serving it dif- 
fers in homes for the aged, it was 
necessary to remodel the food serv- 
ice facility for efficient operation. 


“The Casa de Manana”’ 


This home would be considered 
a deluxe one; many of the mem- 
bers now residing here spent their 
vacations at the Casa when it was 


_ a resort hotel. The remodeling plans 


called for a new dining area with 
one side overlooking the Pacific and 
the other the swimming pool. 

In the preliminary planning, be- 
fore any drawings were made, the 
entire food service facility was set 
up with three dimensional quarter- 
inch scale models. Meetings were 
held with the architect, super- 
intendent, food facility consultant, 
dietitian and chef. Corrections were 
made and the final plan agreed 
upon before the architect started 
his drawings. Many persons do not 
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New dining area showing table arrangements and serving stations. 
Breakfasts may be served in swimming pool and patio area, also. 


understand blueprints, but they do 
understand visual layouts, and these 
models saved much time on the part 
of the home’s planning committee. 


Before final plans were made the © 


president of the members, and her 
food committee were called in for 
a conference on the method of 
serving to be used in the dining 
room. This food committee is con- 
sidered most important at the Casa, 
and they aid greatly in the smooth 
operation of the serving, and the 
contentment of the members. 

When the Casa is remodeled it 
will be possible to have three dif- 
ferent types of service in the din- 
ing room—buffet, plate and casser- 
ole. There will be three mobile food 
service stations located in the din- 
ing room. On special occasions these 
mobile hot and cold food carts can 
be brought together to form one 
long buffet serving line. 

When the buffet system of serv- 
ing is used those members who 
must be assisted into the dining 
room are brought in 15 minutes 
early and are served by the 
waitresses. Those on special diets 
are seated at separate tables. 

A special table for the super- 
intendent, his family and guests is 
provided at one end of the dining 
room, near the broadcasting sys- 
tem. Since the serving carts are 
electrically heated or cooled and 
mobile many members like to have 
their breakfasts served in the beau- 
tiful patio or served around the 
pool. The breakfast is always served 
buffet, and members sit where they 
choose. : 
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Since the members of the home 
wished to have casserole service 
part of the time it was necessary 
for the dining tables to be larger, 
than if only plate and buffet serv- 
ice were used. Four persons are 
seated at a table. 

Most administrators feel that the 
success of their home is based on 
the contentment and happiness of 
their members and this is influenced 
greatly by the quality of food, va- 
riety and method of serving in the 
dining room. It is for this reason, 
in homes of this type that we al- 


ways plan the dining and serving 
areas first, before starting with the 
kitchen. 

It is not always possible when 
remodeling to make all of the 
changes desired in the very begin- 
ning. In this particular layout it 
was necessary to utilize as much 
of the existing kitchen, serving and 
dining equipment as possible, but 
location of equipment was changed. 

All cooking equipment was moved 
so that it could be located under 
one hood. One of the greatest prob- 
lems to solve was that the kitchen 
was on a different level from the 
serving and dining area. There was 
an existing ramp, from the kitchen 
to the serving area, but was so 
steep that when the food was placed 
in the carts it would spill as it was 
moved down the ramp. 

An electric lift was provided for 
taking the food carts from the serv- 
ing area, into the kitchen where 
they are filled. As the budget per- 
mits and as equipment wears out or 
becomes obsolete plans are made in 
this remodeling program to replace 
items on a planned orderly basis. 

The “Casa de Manana” is a part 
of Pacific Homes Corporation which 
operates with a Central Purchasing 
Office in Los Angeles. Plans are 
also being made for an extensive 
Centralized Food Center to service 
the six Pacific Homes in the south 
west area. The items to be made 
at the Central Food Production 
Center, to be located in Los An- 
geles, have influenced the remodel- 
ing plans of the food service facility 
for the “Casa de Manana”. # 


The food committee study preliminary plans for the remodeling 
and make suggestions on method of service most acceptable 
to the members of the Home. 

















by Dorothy E. Johnson 
Public Relations Director 

St. Francis Hospital 

Evanston, Illinois 


New System 
Is Fast 
and Efficient 


™ WHEN A NEW food serving sys- 
tem is outlined on paper, then in 
blueprint, it seems so smooth and 
easy-flowing. But when it becomes 
a reality—a steel, brick and mortar 
reality—problems never dreamed of 
arise and must be met before the 
system is the slave and not the 
master. 

This is the experience of St. 
Francis Hospital, Evanston, which 
has just completed a $750,000 food 
service unit housed in a yellow 
brick and lannon stone addition at 
the rear of the existing building. 
Containing the main kitchen, back- 
log and current storage units, mo- 
torized patients’ tray preparation, a 
cafeteria, a snack’ bar, an air-con- 
ditioned dining room seating more 
than 400 and smaller private din- 
ing and meeting rooms, the addi- 
tion is beautiful. 

Two 40-foot moving belts to carry 
the trays; ascending conveyors to 
lift them to the floors above, and 
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a descending one to bring soiled 
trays down to the dishwasher which 
automatically cleans and sterilizes 
about 10,000 pieces an hour are 
some of the “slaves” waiting to be 
mastered. 

Even before the building was 
completed, the food service man- 
ager, the chief dietitian, and the 
personnel director were at work 
recruiting help. They couldn’t know 
but could estimate how many em- 
ployees would be required. Physi- 
cal examinations and _ personnel 
training had to be completed before 
the belts could be placed in service. 
Women were trained to serve the 
food, carefully following directions 
on menus placed on each tray. 
Trays pass automatically into as- 
cending conveyors; the lifts stop 
where the pushbutton system desig- 
nates. At the floor, more trained 
dietary workers are ready to re- 
move the trays and place them in 
special carts which hold seven trays 


each. Nursing personnel do the ac- 
tual serving. 

Special units for the preparation 
of salads, vegetables, meats, des- 
serts and breads are built along 
the sides of the main kitchen. Cook- 
ing is done in a huge revolving 
oven, a regular range, electric 
cauldrons, or in a new automatic 
high pressure cooker. Almost all 
equipment is stainless steel. 

Food is kept at proper temper- 


-ature in steel and lucite walk-in 


refrigerators until it is brought out 
for preparation. Food for future use 
is stored in huge walk-in refriger- 
ated rooms in the basement, in- 
cluding a deep freeze. There are 
also many cubic feet of dry storage 
area for canned goods and similar 
items. 

Food for employees and others 
using the hospital cafeteria is pre- 
pared here too. The dining room 
also is served by a moving belt 
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which carries trays of soiled dishes 
to the dishwasher. 

Now some of the problems that 
must be met by an institution serv- 
ing 385 patients begin to present 
themselves. 

Will the new conveyor system 
give trouble in the spreading of 
“staph” infection? 

This battle is being won before 
it starts—by means of prevention. 

All food handlers are given 
thorough physical examinations and 
training in proper work methods. 

Patients’ trays are carried in two 
stainless steel-lined shafts by the 
ascending conveyors, on sterilized 
trays and dishes. Soiled trays re- 
turn to the dishwasher via another, 
separate, descending conveyor in a 
second stainless steel shaft. The 
shafts are kept sanitary by frequent 
thorough cleansing. The carts on 
which trays are transported also 
changed for more efficient operation 
are cleansed after every use. 


JANUARY, 1960 


Trays are delivered to and from 
patients’ rooms by nursing service 
personnel, so dietary workers never 
enter patients’ rooms. 

When china comes off the dish- 
washer machine, it is placed in mo- 
bile lowerator cars, and returned 
to designated places along the serv- 
ing line, which eliminates excess 
handling. 

Another feature that makes the 
new food service of special benefit 
to patients is that of keeping food 
hot until it is served. 

The hospital makes intermittent 
surveys of patients, in an effort to 
pinpoint complaints. As most hos- 
pital personnel know, the most fre- 
quent one concerns receiving cold 
food. 

With the new food service sys- 
tem, this problem has been given 
serious consideration. Hot food is 
served on plates which are heated 
to 180 degrees in the lowerators, 
covered with metal covers, and 


started on its way. The reverse is 
true of foods that are to be served 
cold. Salads and desserts are placed 
on individual dishes, kept in re- 
frigerated push-through cabinets, 
with lucite walls, and removed as 
needed. 

About seven minutes elapse be- 
tween the time the make-up girls 
start work on a tray and its de- 
livery to the patient. There it is 
placed in a tray cart and taken 
quickly to the patient’s bedside. 
Lack of draft in the conveyor shafts 
and the speed of arrival have made 
a great difference in the food, pa- 
tients say. 

The saving in time has not been 
reduced to statistics yet and placed 
on paper, but the nursing service 
employees, who should know, are 
most enthusiastic. 

Preparation of trays and diets by 
dietary department personnel re- 
places serving by nursing service 
workers, which formerly was per- 
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Hot food is taken from stainless steel ascending 
conveyors and put immediately into stainless 
steel food cart which is the width of a 

single tray; cart made by the hospital engineers. 








- 


For soiled dishes there is a separate 
descending conveyor. 
The attractive new dining room. 
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formed in a kitchen in each pa- 
tient-section. They dished up food 
from electrically heated carts, 
placed them on large tray carts, 
and served them as they moved 
down the hall in each department. 

Now dietary workers take trays 
from the conveyor, place them in 
shielded tray carts, and nursing 
service personnel take them to the 
bedside. Each cart carries seven 
trays. 

So far, floor nurses report that 
the saving in time formerly used 
in serving diets is great and con- 
sequently permits more time for 
nursing care. 

While the kitchen and technical 
area of the food service department 
is of great pride to St. Francis, the 
adjacent cafeteria for employees 
and visitors is also a joy. 

The spacious dining room with 
walls of lannon stone, wood panel- 
ing, beige tile, and a large wall- 
paper mural, is air-conditioned. 
Leading to it is a cafeteria which 
is equipped with the most modern 
equipment available. Thermatrols 
between the kitchen and cafeteria 
hold hot food until it is ready for 
use, and refrigerated cabinets hold 
chilled foods. 


A huge picture window, planters 


and a statue of St. Francis, add to 
the attractiveness of the room. 
Various types of lighting, and 
speakers carrying soft music and 
telephone page calls, are recessed 
into the acoustic tile ceiling. The 
floor’ is terrazzo and slate. Table 
tops are white, gold-flecked formica. 
Chairs are metal with green or 
yellow leather seats and backs. 

Another conveyor belt near the 
cashier carries soiled dishes and 
trays from the dining room into 
the dishwasher. The procedure 
offers another saving in time—for 
bus boys. 

A separate glass panelled con- 
ference-luncheon room, adjoining 
the cafeteria, a beautifully deco- 
rated dining room for the hospital 
chaplain, and another for guests 
makes special service easy. 

The food service unit is the first 
phase of a $5,630,000 development 
program at St. Francis. The second, 
a new emergency room and outpa- 
tient department, is underway. The 
final phase, to include a new surgi- 
cal suite, X-ray department, pa- 
tient rooms, and the enlargement 
and relocation of all other depart- 
ments is scheduled for completion 
in 1962. The number of patient beds 
then will be 516, an increase of 131. 

The new food service unit is 
planned to serve the added number 
with efficiency and speed, = 
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by Morris H. Parrish, M.S.H.A. 


Administrators View 


Their Auxiliaries 


A survey of auxiliaries in 26 hospitals revealed— 


that 


> The Board of Trustees and the Administrator should be completely sold on 


the idea of the auxiliary. 


> Special attention should be given in selecting the leader. 

> The group should be allowed to elect its own officers. 

>» The administrator should give guidance during the first year especially in 
helping to decide what projects to undertake. 

> There should be a close working relationship between the auxiliary and 


the administration. 


> There should be a close working relationship between the auxiliary and 


the hospital employees. 


>» There should be good planning in preparing volunteer assignments. 
> Volunteers should be aware of their position as invited guests of the hos- 


pital. 


> The auxiliary should go through the administrator (not around him) to 


reach the Board of Trustees. 


» Every opportunity should be used to give the auxiliary prestige and recog- 


nition. 


> The administrator should see that the auxiliary members are kept in- 


formed about the hospital community. 


> The auxiliary should present a monthly report through the administrator 


to the Board. 


™ TO THE SICK AND INJURED who 
inhabit our hospitals the material 
benefit received from hospital auxil- 
iaries has been tremendous. Ex- 
amples are numerous. In ten years 
one auxiliary purchased $65,000 
worth of equipment for a 125-bed 
hospital. In a 256-bed hospital an- 
other contributed some $50,000 
in eight years; another raised 
$250,000 in four years. The an- 
nual help from yet another aux- 
iliary in 1957 was over $600,000, 
which made up about 30 percent of 
the hospital’s operating budget. The 
New York Times estimated in 1952 
that hospital volunteers in the 
United States raise from ten to 12 
million dollars annually. 

By definition, an auxiliary is a 
group of volunteers who give aid. 
They are doers. When we consider 
doing good by giving, we are prone 
to think of money, but we know 
that he gives most who gives of 
himself. Volunteers give their time, 
energy, ability and goodwill, all for 
one cause—the hospital and its pa- 
tients. Their slogan, “At your serv- 
ice,’ sums up their real goal. The 
volunteer group in your hospital 


may be known by another name but 
they have the same purpose. 

These groups are usually organ- 
ized through the efforts of a few 
interested individuals. They may be 
former patients of the hospital, doc- 
tors’ wives, or other civic-minded 
individuals. An auxiliary should 
never be organized without first 
considering the definite good it can 
offer to the hospital and to the 
community. 

The Board of Trustees and the 
administrator should be completely 
sold on the idea of the auxiliary. 
Together they should draw up a 
tentative constitution for the group 
before it is formed. The general 
goals and activities should be out- 
lined in enough detail that the 
officers, when they are elected, will 
have a plan to follow in developing 
their program. In this, they should 
be given choices of services so that 
they can demonstrate their own 
initiative. It is best that the first 
set of officers be hand picked by 
the Board. Community leaders with 
a definite interest in the hospital 
should be chosen. 

Special attention should be given 
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in selecting the leader of the group 
—whether director or president. She 
must be a leader with a variety of 
ideas. If a director is chosen she 
may be paid, or she may volunteer. 
Many hospitals with large auxiliary 
groups have found it advantageous 
to have a paid director. Then much 
of the work is done by her that 
would otherwise fall on the admin- 
istrator; also, as a salaried worker 
the job will generally be more con- 
scientiously attended to. 

After a certain period, prefer- 
ably less than one year but more 
than one-half year (to give the first 
group of officers an opportunity to 
get the program going) the group 
should be allowed to elect its own 
officers. From that point on, the 
board and the administrator should 
not interfere with the election of 
officers. With this assistance at first, 
the auxiliary will have a good 
start and can immediately start in- 
to the active programs of recruit- 
ment of membership and the estab- 
lishment of their various services 
and projects within and without the 
hospital. 

Definite guidance should be given 
by the administrator in the first year 
of the auxiliary’s organization, es- 
pecially in helping to decide what 
projects to undertake. Nothing is 
more deadly to a volunteer organ- 
ization than for a small group to 
attempt to raise an impossible sum 
of money. 

There should be a close working 
relationship with the administration 
so that when help is needed the 
auxiliary leader will be free to 
discuss problems. If the auxiliary 
attempts to take on too much au- 
thority or gets out of line, the ad- 
ministrator can take steps to cor- 
rect the matter before it becomes 
painful. As an administrator pointed 
out in the survey, a properly led, 
properly directed and well-informed 
auxiliary can only bring more good- 
will and better understanding to 
the hospital. Its value in dollars 
and cents is inestimable. 

There is a close working rela- 
tionship between the auxiliary and 
the hospital’s employees. So that 
there will be no friction between 
these two groups, the administration 
will determine what services are 
to be performed by the auxiliary. 
Employees should be aware of the 
volunteer jobs being done by the 
auxiliary. 

Members will be assigned to vari- 
ous areas by the auxiliary president 
or director. While she is on the job 
she will be under the supervision 
of the department head and not the 
hospital employees. She is there not 
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He’s the best administrator we have 
ever had for Public Relations. 


to put in time, but to perform a 
needed service. The positions se- 
lected for the volunteer should not 
be just the jobs that the paid em- 
ployees do not want to do; neither 
should the jobs with the greatest 
prestige or the most satisfaction be 
selected. Good planning is neces- 
sary in preparing assignments. 

Volunteers should be aware of 
their position as invited guests of 
the hospital. There are rules and 
regulations to follow and definite 
responsibilities which they owe to 
the patient and to the hospital. 
They should never pry into the 
affairs of the hospital, patient or 
employee. They should be aware of 
the policies of the hospital. They 
should never interfere with the ad- 
ministration nor expect remunera- 
tion, perquisites or favors from the 
hospital and its employees. They 
should never attempt to settle 
grievances, but should direct them 
to the public relations department 
or to the administrator. 

Ordinarilly the connection be- 
tween the Board of Trustees and the 
auxiliary is not too active, even 
though the auxiliary is directly re- 
sponsible to the Board just as is the 
administrator. The only channel to 
the Board should be through the 
administrator and not around him. 
In some cases the president of the 
auxiliary is a member of the Board 
of Trustees. 

At some hospitals, the president 
may be allowed to meet with the 
Board except on special occasions; 
in others, she may not be allowed 
to meet with them at all. 

The main purposes of the auxil- 
iary are (1) public relations; (2) 
fund raising; (3) volunteer services. 
As one administrator said: “The 
auxiliary members can bring a 
freshness and enthusiastic atmos- 
phere into the hospital, to its pa- 
tients, and to the community if they 
are well informed.” They can reach 
important people in the community 
who are unavailable to members of 


the Board through clubs, personal 
friends, lodges and socials, One ad- 
ministrator has gone so far as to 
discuss hospital costs with the aux-~ 
iliary, feeling that they can better 
discuss costs and statistics in the 
community if they have some 
knowledge of them. 

Everyone appreciates a pat on the 
back and a word of commendation. 
The administrator should always 
write a letter of appreciation to be 
enclosed in their annual report and, 
at any other appropriate time, he 
should praise their good work 
There will be occasions to boost the 
auxiliary on the radio, television, or 
newspaper, when they contribute 
special equipment or at the time of 
their annual membership drive. 
Every opportunity should be used 
to give the auxiliary added prestige 
and recognition. 

With the tremendous amount of 
work being done by auxiliaries in 
hospitals, a report from the auxil- 
iary should be presented with the 
monthly report from the hospital to 
the Board. This would cover the 
new facilities, equipment furnished, 
and the amount of services rendered 
by them. The report does not need 
to be lengthy, but should be long 
enough to present the pertinent in- 
formation to make the Board cog- 
nizant of the great amount of as- 
sistance the auxiliary is giving the 
hospital. 

Two points necessary in building 
a successful auxiliary, were stressed 
in this survey. These were: 

1. There must be strong leader- 
ship from either the auxiliary presi- 
dent or the director. 

2. There must be support from 
administration. 


Summary of Statistics 
From the Survey 


@ 97.4 percent stated that the aux- 
iliary was materially valuable in 
providing valuable services, facili- 
ties, finances, and that it was one of 
the best sources of public relations 
@ 71.4 percent of those who did not 
have active auxiliaries felt that they 
had a very definite place in the hos- 
pital and were either in the process 
of getting one started or else the 
hospital was of proprietary nature 
and could not have one. Of the lat- 
ter group, all felt that they would 
like to have them in any hospital 
where they were permitted. 

@ 5 percent felt that auxiliaries 
definitely interfered with adminis- 
tration. (Part of this group had 
auxiliaries in their hospital, and 
realized the material value, but had 
interference from them). ® 
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whos who 


ALLEN, Davip L.—appointed assist- 
ant administrator of San Luis Obis- 
po (California) County Hospital 
System. 


BENNET-ADLER, LEoN—appointed 
administrative director of the Chi- 
cago Osteopathic Hospital, Chicago, 
Ill. He was formerly administrator 
of North Country Hospitals, Inc., 
Gouverneur, N.Y. 


BerGEvIN, Otiver L.—new adminis- 
trator of Pacific Communities Hos- 
pital in Newport, Ore. He was 
previously administrator of Mc- 
Minnville General Hospital. 


BERTOLAMI, JOSEPH G.—appointed 
administrator of Kendall Hospital, 
South Miami, Fla. 


Byrnes, Rosert J.—formerly laun- 
dry manager of Washington Hos- 
pital Center, Washington, D. C., has 
left to accept the post of laundry 


manager of the Somerville Hospital, 


Somerville, Mass. 


CiarKE, Nep B.—has been appointed 
administrator of the Richland Me- 
morial Hospital, Olney, II. 


Conen, Manvuet—executive director 
of the Jewish Hospital of Hope, 
Montreal, Que., has been appointed 
administrator of Mount Sinai Hos- 
pital, Milwaukee, Wis. 


Connotty, Mrs. Atice B.—is the 
new director of Public Relations for 
The Hospital of the Good Samari- 
tan, Los Angeles, Calif. 


ConsTaNTINE, M. ANTHONY—ap- 
pointed administrator of Southern 
Division of the Albert Einstein 
Medical Center, Philadelphia, Penn. 


EsTaABROOK, JOHN W.—has been ap- 
pointed administrator of Nebraska 
Methodist Hospital, Omaha, Neb. 
He succeeds the Rev. Dr. Bret O. 
Lyte, who is retiring after many 
years as the hospital’s head. 


FETTERMAN, J. W.—has resigned as 
administrator of Pineview General 
Hospital, Valdosta, Ga. to accept 
an assignment in the Phillippine 
Islands under the Methodist foreign 
missions. He will be administrator 
of a hospital in Manila. He is suc- 
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ceeded by J. Frep GuNTER who is 
presently assistant administrator of 
Kennestone Hospital, Marietta. 


Fit, Jack W.—has been appointed 
administrator of the Throckmorton 
County Memorial Hospital, Throck- 
morton, Texas. 


GeorceE, J. J—former administrator 
of the Phillips-Dupre Hospital, 
Levelland, Texas has accepted the 
position of clinic manager with 


Taylor Clinic, Lubbock. 


Getticu, Peter N.—has been ap- 
pointed field representative with the 
Hospital and Orphan Sections, The 
Duke Endowment, Charlotte, North 
Carolina. 


J. V. Dorsett 


P. N. Geilich 


Dorsett, JAMES V.—has resigned 
as administrative assistant of Uni- 
versity Hospital and Hillman Clinic, 
Birmingham, Ala. He has_ been 
commissioned as a 2nd Lt. in the 
U.S.A.F. Mr. Dorsett is a graduate 
of the course in hospital adminis- 
tration, Northwestern University. 


Germain, Lucy D., R.N.—has as- 
sumed the duties of executive di- 
rector of the American Journal of 
Nursing Company, New York, N.Y. 
replacing Peart McIver, R.N., who 
has retired. 


L. D. Germain H. Machaver 
Macuaver, Harvey—has been ap- 
pointed administrator of the Traf- 
algar Hospital, New York, N.Y. 


GrLuiLanp, Dasney—has resigned as 
administrator of the General Hos- 
pital, Greenville, Miss. He has ac- 
cepted the post of administrator of 
the John Peter Smith Hospital, Fort 
Worth, Texas, 


Gunter, J. Frep. See FETTERMAN 
notice. 


Ho.tianp, Vance C.—has assumed 
the duties of administrator of Cooper 
Basin General Hospital, Copperhill, 
Tenn. 


LicHTBURN, WiLLt1AM C.—is the new 
administrator of McDonough Dis- 
trict Hospital, Macomb, Ill. He was 
formerly assistant of the Lincoln 
General Hospital, Lincoln, Neb. 


Sister M. Metcuor, R.N.—has 
again been named administrator of 
St. Joseph Hospital in La Grande, 
Ore. She replaces Sister M. Ev- 
PHRASIA who has accepted duties as 
administrator of St. Agnes Hospital 
in Philadelphia, Penn. 


Mour, TEppDERIC—appointed admin- 
istrator of Highland Sanatarium 
and Hospital in Fountain Head, 
Tenn. 


Moore, Epwarp N.—has accepted a 
position as administrative assistant 
in Professional Administrative 
Services at Jackson Memorial Hos- 
pital, Miami, Fla. 


NickLE, Mrs. Fern. See Stock 


notice. 


PopELL, ALLEN—has been appointed 
administrator at the Brooklyn He- 
brew Home and Hospital for the 
Aged, Brooklyn, N.Y. He was for- 
merly assistant administrator at the 
Hospital Division. 


Rainey, CLtaupE G.—former admin- 
istrator of the Lakeland Medical 
Center, Muskogee, Okla. has been 
appointed administrator of the Katy 
Hospital Employees Hospital Asso- 
ciation with headquarters in Den- 
nison, Texas. 


RussELL, Gorpon—has been ap- 
pointed administrator of the Hi 
Plains Hospital, Hale Center, Texas. 


SapHItorr, ANDREW W.—has been 
appointed administrator of Park- 
view Memorial Hospital, Riverside, 
Calif. He is a graduate of the pro- 
gram in hospital administration, 
Northwestern University. 


SHEPHERD, JAMES F.—has been ap- 
pointed administrator of Putnam 
County Hospital, Greencastle, Ind. 
He is a graduate of the program in 
hospital administration, Northwest- 
ern University. 
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RicuuHart, Cou. Eart A.—has become 
executive officer to Cot. Rosert B. 
SKINNER, the new commander of 
Brooke Army Hospital, Fort Sam 
Houston, Texas. 


Col. Richhart R. E. Sleight 


SteicHt, Rosert E.—has resigned 
as assistant administrator of the 
New England Center Hospital in 
Boston, Mass. to become director of 
research and hospital consultant 
with Markus and Nocka, architects 
and engineers for medical facilities. 


Sueps, Dr. Ceca, G.—a hospital ad- 
ministrator from Boston, Mass. will 
join the faculty of the University of 
Pittsburgh Graduate School of Pub- 
lic Health. 


SKINNER, Cot. Rosert B. See Ricu- 
HART notice. 


SHOEMAKER, C. DwayNne—is the new 
administrator of Carmi Township 
Hospital, Carmi, IIL. 


Stock, Mrs. Atvin—has returned to 
Methodist Hospital, Eagle Pass, 
Texas as administrator temporarily 
following the resignation of Mrs. 
Fern NICKLE. 


Tuomas, W. A.—appointed admin- 
istrator of the Little York Hospital, 
Inc., Houston, Texas. 


Voce, Mr. Tay—has been named 
administrator of the Palm Beach 
General Hospital, Lakeworth, Fla. 


J. A. Warden 


Warven, James A.—formerly with 
Duke Hospital, Durham, North Car- 
olina and Shenandoah Hospital, 
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Roanoke, Virginia, has been ap- 
pointed assistant director of North 
Carolina Memorial Hospital, Chapel 
Hill and instructor in hospital ad- 
ministration at the University of 
North Carolina. 


WESNER, JOSEPH J.—has joined the 
staff of the Greater St. Louis Hos- 
pital Council, St. Louis, Missouri as 
director of Financial Studies. Prior 
to coming to the Council he was 
employed by Massachusetts Hospital 
Service as consultant to the State 
of Massachusetts Commission on 
Hospital Costs and Finances. 


WHELPLY, FREDERICK G.—adminis- 
trator of the Wyandotte (Michigan) 
General Hospital for the past eight 
years has been chosen as the ad- 
ministrator of Bayonne Hospital, 
Bayonne, N. J. 


Witiiams, GLENN C.—has been ap- 
pointed administrator of Mary Free 
Bed Guild Children’s Hospital and 
Orthopedic Center, Grand Rapids, 
Mich. 


G. C. Williams I. G. Wilmot 


Witmot, Irvin G.—appointed as 
full-time faculty member and asso- 
ciate director of the graduate pro- 
gram in hospital administration at 
the University of Chicago Clinics, 
Chicago, Illinois. Mr. Wilmot has 
served as assistant superintendent 
of the University of Chicago Clinics 
since 1949. 


Obituaries 


Sister ANNA Rira—former adminis- 
trator of hospitals in Montclair and 
Paterson, N. J. died after a long 
illness on October 10. 


ELLERBE, JOHN CHENEY—former as- 
sistant administrator of Orange 
Memorial Hospital, Orlando, Fla. 
and a graduate of Northwestern’s 
course in hospital administration, 
died of a brain tumor. 


Suppliers News 


™ THE PROFESSIONAL DIVISION of 
Lehn and Fink Products Corpora- 
tion has moved from New York City 
to 4934 Lewis Avenue, Toledo, Ohio. 
The division is a distributor of dis- 
infectant and germicidal products to 
hospitals and institutions. 

The move will include the New 
York management and administra- 
tive staff. Manufacturing, research 
and technical service facilities will 
continue to service the division from 
their present locations in Bloom- 
field, New Jersey and Lincoln, Il- 
linois. & 


S. L. Abelov 


ABELOV, STEPHEN L.—western region 
sales manager of Angelica Uniform 
Company, was recently appointed 
vice president. 


AnpEerson, Norman K.—appointed 
assistant director of Sales for Klen- 
zade Products, Inc., Beloit, Wiscon- 
sin. 


Obituary 
VoLuER, JoHN W., Sr.—president and 


co-founder of Physicians’ Record 
Company, Berwyn, Illinois. 








Yow’re in fine shape. I don’t want to 
see you “til next year. 
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= In times gone by spiders were 
one of the most potent drugs on 
the market for any ailment you can 
mention. For example, here are 
some of the cures that spiders could 
effect. 


If you had the ague, catch a 
spider and shut it into a box. As it 
pined away, so in proportion would 
the ague wear itself out. 


For whooping cough fill a muslin 
bag with spiders. (The size of the 


bag is not given.) Hang the bag 
around the suffer’s neck and let it 
be worn day and night until the 
whooping cough disappears. This 
might take some time, but have 
faith. 

For asthma spider webs had to 
be collected and rolled into a ball 
in the palm of the hand. This was 
then to be swallowed. If you sur- 
vived this ordeal, the asthma was 
sure to disappear. 

—J.A.M.A. 
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What associations aRe doInG 


Washington State Hospital Assn. 


@ WILLIAM E. MURRAY, administra- 
tor, Olympic Memorial Hospitai, 
Port Angeles, was chosen president- 
elect of the Washington State Hos- 
pital Association at its annual con- 
vention. 

L. D. McIntyre, administrator of 
Prosser Memorial Hospital, Pros- 
ser, and Valley Memorial Hospital, 
Sunnyside, was installed as presi- 
dent succeeding Ray Farwell, ad- 
ministrator, Swedish Hospital, Se- 
attle. 

Murray has been on the board of 
trustees of the Association for two 
years and for the past year served 
as chairman of the Rates Commit- 
tee. He was reappointed to this 
chairmanship by McIntyre. 

Other W.S.H.A. officers elected 
were Eva H. Erickson, administra- 
tor, Children’s Orthopedic Hospital, 
Seattle, first vice-president; Sister 
Francis Xavier, administrator, St. 
Anthony’s Hospital, Wenatchee, sec- 
ond vice-president; and Walter L. 
Huber, assistant administrator, Ta- 
coma General Hospital, Tacoma, 
third vice-president. 

Alice W. Sandstrom, business 
manager, Children’s Orthopedic 
Hospital, Seattle, was re-elected 
treasurer. 

Donald A. Faber, assistant ad- 
ministrator, Virginia Mason Hos- 
pital, Seattle, and Willis E. Parr, 
administrator, Skagit Valley Hos- 
pital, Mount Vernon, were elected 
to three-year terms on the board 
of trustees, and Phillip R. Roth, 
administrator, Tri-State Memorial 
Hospital, Clarkston, was named to 
serve one year to complete the 
term as trustee of Murray. 

Farwell was elected delegate to 
the American Hospital Association 
for a one-year term and Paul S. 
Bliss, administrator, Vancouver Me- 
morial Hospital, Vancouver, was 
named alternate. 

McIntyre and Mother Brendan, 
administrator, St. Ignatius Hospital, 
Colfax, were named delegates to the 
Association of Western Hospitals, 
with Murray and Sister M. Antonia, 
administrator, St. Joseph’s Hos- 
pital, Tacoma, as alternates. Moth- 
er Brendan is president of the 
Washington Conference, Catholic 
Hospital Association, and Sister 
Antonia is president-elect. & 
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Veterans Administration Institute — Washington, D. C. 


eal 


L to r: Wing Commander Kettles, RCAF; Dr. Charles U. Letourneau, 
and Col Merikangas. 


Nebraska Hospital Association 


L to r: Herbert Anderson, president, Mid-West Hospital Association, admin- 
istrator of Lincoln General Hospital, Lincoln; Paul Finnman, president, Ne- 
braska Hospital Association, administrator of Memorial Hospital, North 
Platte; and Lloyd Hermansen, president-elect, N.H.A., administrator, Dodge 
County Community Hospital, Freemont. 


Association of Western Hospitals 


L to r: Gordon W. Gilbert, administrator of the C. P. and H. Huntington Me- 
morial Hospital, Pasadena, California; Charles U. Letourneau, M.D.; Whilleta 
Whomes, president, Hospital Administrative Council of Nevada, administra- 
tor of Churchill Public Hospital, Fallon, Nevada; and Harold T. Norman, 
administrator, Children’s Hospital of East Bay, Oakland. 
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San Francisco Hospital 
Conference 


= tHE Conference announces re- 
moval of its offices from 26 O’Farrell 
St. to 220 Webster St., San Francis- 
co 15, California. a 


Council of Southwest Virginia 
Hospitals Inc. 


™ THE FOLLOWING Officers and di- 
rectors were elected for 1960: 
President C. B. Hale, administrator 
of Johnston Memorial Hospital, 
Abingdon; President-Elect C. D. 
Lowe, business manager, Grundy 
Hospital, Inc., Grundy; Secretary 
Mrs. Glenna B. Moore, Bristol; 
Treasurer W. W. Fanning, admin- 
istrator, Bristol Memorial Hospital, 
Bristol, Tennessee; Directors: S. L. 
Pickering, administrator, Park Ave- 
nue Hospital, Norton; and Mrs. G. 
F. Reynolds, Jeffersonville Hospital, 
Tazewell. r 


Chicago Hospital Council 


D. J. Jacobs 


™ DONALD J. JacoBs has been ap- 
pointed assistant executive director 
of the Council. The Chicago Hos- 
pital Council is a voluntary, non- 
profit organization of 70 accredited 
hospitals in the metropolitan area 
established “to promote coopera- 
tive action, to stimulate understand- 
ing, to encourage scientific progress, 
and to help meet public needs.” 
Mr. Jacobs is a graduate of the 
course in hospital administration, 
Northwestern University. He was 
formerly assistant administrator of 
Watts Hospital, Durham, N. C. 


American Association of Medical 
Record Librarians 


™ AT THE ANNUAL MEETING of this 
association the following officers 
were announced for the 1959-1960 
term: President-Elect Sister Mary 
Eugene Ramey, R.S.M., CRL, di- 
rector, School for Medical Record 
Librarians and director, Medical 
Record Department, St. Catherine’s 
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Hospital, Omaha, Nebr.; First Vice 
President Ann M. Ball, RRL, di- 
rector, Medical Record Department, 
The Johns Hopkins Hospital, Balti- 
more, Md; Second Vice President 
Carolina C. Beattie, RRL, Chief 
Medical Record Librarian, Grant 
Hospital, Chicago, Ill; and Director 
M. Loyola Voelker, CRL, director, 
School for Medical Record Li- 
brarians and chief, Medical Record 
Service, U. S. Public Health Serv- 
ice, Baltimore, Md. 


soot 
fee, 3 


Sister Mary Eugene Ramey 


Two scholarships for graduate 
training in medical records were 
awarded by the Association to Pa- 
tricia Hall, RRL, St. Mary’s Hos- 
pital, Duluth, Minn. and Helen 
O’Connor, RRL, Mercy College, De- 
troit, Mich. 

Another important development 
of this meeting is the announce- 
ment that as of Jan. 1, 1965, eligibil- 
ity for the registration examina- 
tion will be closed to all except 
graduates of approved schools for 
medical record librarians. In the 
past, it has been possible to take 
this examination on the basis of 
experience plus basic educational 
requirements. 


Assn. of Military Surgeons 


Vernon O. Trygstad 


™ VERNON O. TRYGSTAD, director of 
pharmacy service, Veterans Admin- 
istration, has received the first An- 
drew Craigie Award for meritorious 
contributions to pharmacy in the 
government at the 66th annual con- 
vention of the Association of Mili- 
tary Surgeons. 


The award is a plaque honoring 
the memory of Andrew Craigie, 
first Apothecary General of the 
U. S. armed forces, who served on 
the staff of General George Wash- 
ington. The award was established 
by the Lederle Laboratories Di- 
vision, American Cyanamid Com- 
pany, and will be presented annual- 
ly for outstanding accomplishment 
in the advancement of professional 
pharmacy within the Federal gov- 
ernment. 


Association of Western 
Hospitals 


L to r: Charles U. Letourneau, M.D. 
and Melvin C. Scheflin, executive 
director of the Association of West- 

ern Hospital, San Francisco. 


Arizona Hospital Association 


™ THE NEW OFFICERS of the Asso- 
ciation are: President Sister Eliza- 
beth Joseph, St. Mary’s Hospital, 
Tucson; Vice President M. G. Wolf- 
ers, administrator, Tucson Medical 
Center, Tucson; Executive Secre- 
tary-Treasurer Guy M. Hanner, ad- 
ministrator, Good Samaritan Hos- 
pital, Phoenix. 

Trustees elected to serve three- 
year terms are: J. L. Cline, admin- 
istrator, Gila County Hospital, 
Globe; and Mrs. Florence Ladner, 
administrator, Hoemako Coopera- 
tive Hospital, Casa Grande. 

Holdover Trustees serving a two- 
year term are: R. A. Clelland, busi- 
ness manager, Arizona State Hos- 
pital, Phoenix; and Dr. A. H. Dy- 
sterheft, administrator, McNary 
Hospital, McNary. 

Holdover Trustees serving a one- 
year term: Sister Mary Placida, ad- 
ministrator, St. Joseph’s Hospital, 
Phoenix, and Joseph Coppa, ad- 
ministrator, Mohave General Hos- 
pital in Kingman. & 


See page 24 for the revised rules 
governing the MacEachern Public 
Relations Contests. The deadline for 
the contests is June 6, 1960. 
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COLD FOOD ASSEMBLY UNIT 
CL 200-300 


The IDEAL Cold Food Loader is designed to increase efficiency in institutional food service. Consisting 
of two separate units which can be joined together to form a complete cold food assembly line, this 
Stainless steel mobile unit allows for preloading of all cold items well in advance of serving time. 


Model CL-200, the non-food section of the Cold Food 
Loader, has saucer and bread plate lifters, and a Shelley- 
matic tray lifter which provides automatic dispensing at 
serving level. Since it is mobile, the unit may be loaded 
with china and trays directly at the dish washing area 
eliminating interim storage of these items. In addition, 
this non-food section holds tray mats, silverware, napkins 
and condiments. The left lower section provides for storage 
of extra non-food items. 


Model CL-300, the food section of the Cold Food Loader, 
is designed to accommodate 18”x26” bun pans on which 
plated salads, desserts, bread, and other cold items are 
placed. Up to eight 18”x26” bun pans of plated cold 
foods may be carried on the shelf superstructure. Items 
called for on the menu are removed from the 18”x26” 
bun pan and placed on the patient’s tray. The back lower 
area of the CL-300 has compartments for additional storage. 


The CL-200 and CL-300 move to the cart storage area and 
are joined together. The joined Cold Loader passes 
through an aisle in front of the Mealmobiles. Trays are 
assembled and loaded into refrigerated sections of 
Mealmobiles from the Cold Loader which operates as a 
mobile tray set-up line. 


Write for full information 


During the assembly and loading operation, one person is 
assigned to the non-food section to assemble non-food 
items to the tray, one person is assigned to the food 
section to load cold foods onto the set-up tray. A “Meal- 
mobile Loader’ is stationed at the end of the CL-300 and 
places the completely assembled tray into the cold side 
of the Mealmobile. The “Caller,” stationed at the front 
of the unit, has the selective menu for each patient and 
calls the various set-ups required to the persons loading. 


MEALMOBILE 
MODEL 9020 BCT 


SWARTZBAUGH MANUFACTURING CO., Murfreesboro, Tenn. 
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Chicago Administrator 
Honored 


s Professor Eugene Passarelli, As- 
sistant Italian Consul General of 
Italy, proudly displays medal de- 
noting Patrick A. DeMoon as a 
Knight of the Cavaliere of the Re- 
public of Italy. This great honor was 
bestowed upon DeMoon for his 
many philanthropies to people of 
Italian extraction in America, par- 
ticularly in Chicago. 

Mr. DeMoon is the executive di- 
rector of Franklin Boulevard Com- 
munity Hospital and of Central 
Community Hospital, Chicago. 





Patrick A. DeMoon and 
Eugene Passarelli 


Nutrition for Three Cents 


™ MULTI-PURPOSE FOOD, a dietary 
protein concentrate, providing a 
low-cost source of essential amino 
acids, vitamins and minerals, will 
be manufactured and marketed by 
General Mills, Inc., effective De- 
cember 1, 1959. 

This announcement was made 
jointly by Sewall D. Andrews, Jr., 
vice president and general man- 
ager of the Oilseeds Division of 
General Mills, Minneapolis, and 
Clifford E. Clinton, president of the 
Meals for Millions Foundation, Inc., 
of Los Angeles. 

Multi-Purpose Food (MPF) is 
the widely publicized “3¢ meal” 
originally developed by Dr. Henry 
Borsook at the California Institute 
of Technology. It has been intro- 
duced into more than 100 countries 
since 1946 by the non-profit Meals 
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for Millions Foundation. Two ounces 
of MPF provide one-third of the 
recommended daily dietary allow- 
ance for protein, Vitamins A, D, 
thiamine, riboflavin, niacin, iron, 
calcium, phosphorus and iodine. By 
providing these essential nutrients 
at low cost to the underfed and 
malnourished, MPF has played an 
important role in combating famine 
and starvation on hunger-fronts 
throughout the world. 

“Now,” Clinton stated, “it will be 
possible to meet the ever growing 
demand from Americans who wish 


to purchase MPF and utilize its 
benefits. Making good nutrition 
available at low cost which every- 
one can afford to pay is a responsi- 
bility we have to our own people as 
well as to people abroad.” 

Initially, Andrews stated, MPF 
will be introduced to institutions, 
schools, relief agencies, camps and 
restaurants, as a stable, fortified, 
low-cost, protein food in concen- 
trated form. It will also be available 
to Civil Defense agencies for use in 
case of a national emergency or 
major disasters. a 
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a.c.h.a. activities 


PROFESSOR C. NORTHCOTE 

PARKINSON, author of the 

highly popular satire on 

corporate behavior en- 
titled, Parkinson’s Law and Other 
Studies in Administration, will be 
among the General Assembly 
speakers at the College’s forthcom- 
ing Third Annual Congress on Ad- 
ministration. 

The Congress will be held be- 
tween February 4 through 6 at the 
Morrison Hotel in Chicago. 

Professor Parkinson was a former 
Raffles Professor of History at the 
University of Malaya. He has writ- 
ten some 17 scholarly publications, 
based largely upon his experiences 
as a member of the faculty in aca- 
demic, naval and military institu- 
tions. 

It was his experience in the Brit- 
ish War Office and the Royal Air 
Force during World War II, how- 
ever, that he gained the insight 
that led to the writing of his most 
successful satire, Parkinson’s Law, 
which will be the subject of his 
talk. 

In addition to Professor Parkin- 
son, three other speakers will be 
featured at General Assemblies. 
One will be the winner of the 1960 
Hospital Administrator’s Award, the 
author of an outstanding book on 
administration. 

The Congress will also feature 25 
Management Seminars, an increase 
in five over the number that were 
presented last year. 

EVERETT A. JOHNSON, chairman of 
the Seminar Materials Development 
Committee, gave two reasons for 
increasing the number of seminars: 

“We're expecting a record attend- 
ance and we believe the seminars 
are most effective when the groups 
are kept small. 

“Furthermore, there have been 
an unusually large number of chal- 
lenging articles published during the 
past year which the committee felt 
would be ideal to provide spirited 
discussion in administrative areas.” 

Because of their effectiveness at 
last year’s Congress, a number of 
the topics will be repeated. The re- 
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mainder will be new ones selected 
from top-flight management pub- 
lications. 

The committee has invited a 
number of the authors to appear 
at the morning seminars on Friday 
and Saturday to introduce the sub- 
ject of their articles. 


The Board of Regents 

has appointed a new 

Committee on Organiza- 

tional Structure to re- 
view the organization of the Col- 
lege. 

RAY E. BROWN, ACHA president is 
chairman of the new committee, 
formed to determine ways in which 
more of the membership might par- 
ticipate in the College program and 
activities. 

Members of the committee in- 
clude: ROBERT F. BROWN, M.D., direc- 
tor, The Doctors Hospital, Seattle; 
ANTHONY W. ECKERT, director, Perth 
Amboy General Hospital, N. J.; 
BOONE POWELL, administrator, Bay- 
lor University Hospital, Dallas; at- 
BERT W. SNOKE, M.D., director, Grace- 
New Haven Community Hospital, 
Conn.; and MELVIN L. SUTLEY, ad- 
ministrator of Wills Eye Hospital, 
Philadelphia. 


A Pilot Study of Ad- 
ministrative Clinics will 

be conducted by the 

College early this year. 

DR. ROBERT CADMUS, chairman of 
the ACHA’s Educational Policies 
Committee, said that project was 
endorsed unanimously by both the 
Board of Regents and the commit- 


‘tee. 


“We will present this clinic as a 
research project in an attempt to 
confirm earlier opinions of its de- 
sirable features,” he said. 

Tentative plans call for the study 
to be made at seven hospitals of 
varying sizes in a non-metropolitan 
area, with participants having an 
opportunity to attend clinics in 
large, medium and small institu- 
tions. s 
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Contributing to Medical Education 
Through the World’s Largest Surgical Film Library 





SURGICAL 
PRODUCTS 
NEWS 





SAFER SUTURE DISPENSING TECHNIC 
NOW WIDELY USED IN THE 0. R 


Standardization on Davis & Geck Individual Plastic Strip Packs Combines 
Greater Safety With Simplification of Handling, Shipping and Storage Problems 





Old style bulk storage in jars and solu- 
tions poses constant threat of cross 
contamination with “staph.” or other 
organisms, particularly the hepatitis 
virus whose susceptibility to any cold 
germicidal solution is unknown. One 
contaminated suture tube returned to 
a common storage container may con- 
taminate all the rest. In addition, jars 
are heavy, hard. to open, difficult to 
store, prone to costly breakage. 


Slippery, hard-to-break suture tubes are 
awkward to handle and a time-consum- 
ing nuisance to open. Razor-sharp 
edges of broken tubes frequently nick 
sutures and adhering glass splinters 
may actually invade the operating field. 
Unused tubes must be washed, sorted 
and returned to jars. 


Delivery of sutures, particularly surgi- 
cal gut, on tightly wound reels tends to 
kink and weaken sutures . . . excessive 
handling is required for unreeling and 
straightening. 
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New Davis & Geck Surgilope SP® ster- 
ile suture strip packs protect each su- 
ture individually in sealed plastic dou- 
ble envelopes, completely eliminating 
the cross-infection hazard of common 
storage in jars and solutions. Compact, 
lightweight 3-dozen cartons replace 
clumsy, fragile jars...handling is 
faster and easier, breakage is eliminated 
and shipping costs are sharply reduced. 


With Surgilope SP packaging, the cir- 
culating nurse simply strips open the 
outer envelope to dispense the sterile, 
sealed inner envelope containing the 
suture. Three simple, speedy dispens- 
ing technics fit any operating room situ- 
ation. Extra sutures are quickly opened 
as needed, reducing waste and time- 
consuming resterilization. 


New Davis & Geck loose-coil winding 


delivers a supple, kink-free suture, 
ready for instant use. 





INVITES COMPARISON 

NEW, SHARPER DISPOSABLE 
NEEDLE PROVIDES ADDED 
SAFETY IN ALL-PLASTIC, 
WET-PROOF PACK 


The point of the Vim® Sterile Disposa- 
ble Needle is the result of extensive 
research in point design. Penetration 
tests prove that its 12° top bevel and 
longer side pointing provide easier tis- 
sue entry than the usual more rounded 
point design. Equally important, this 
extra sharpness has been achieved with- 
out beveling into the lumen, ensuring a 
stronger point. Unlike weaker lancet- 
type points, the Vim point will not “fish 
hook” in penetrating the vial stopper 
before ever reaching the patient. 


proof. pack is a truly closed aseptic 
system, assuring maximum protection 
against cross-infection. There is no 
spot-sealed cap to “breathe in” airborne 
contaminants when subjected to chang- 
ing temperatures ...no paper backing 
easily penetrated by moisture. 

The unique Vim plastic hub is square 
for easier handling, and fused — not 
glued — to the stainless steel cannula. 
The needles are ultrasonically cleaned 
(leave no tattoo marks), and fit any 
standard Luer syringe. 

The Vim Disposable Needle is ap- 
proved for purchase under the rigid 
new United States Armed Forces and 
Veterans Administration specifications 
for sharpness and package safety. Test 
it yourself against any other disposable 
in the field, before placing your next 
order. 
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AMERICAN CYANAMID COMPANY 


SURGICAL PRODUCTS DIVISION 
30 ROCKEFELLER PLAZA 
NEW YORK, N.Y. 


SALES OFFICE: DANBURY, CONNECTICUT, 
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= Year after year the cost of hos- 
pitalization climbs higher. Seeking 
an explanation one finds that there 
is a complete change in the tech- 
nique of medical care and the costs 
that go with it. It is said that about 
all we can do to offset increased 
cost is to raise rates or curtail 
services. Because human life is the 
product of the hospital, some ad- 
ministrators feel that a business- 
like approach is objectionable, that 
it does not embody respect and de- 
votion to human welfare. Hospitals 
can and must coordinate good busi- 
ness management with humanitar- 
ian services, and these two factors 
can be made to work as a team in 
harmony and unison. This is a re- 
sponsibility which comes within the 
scope of every employee in every 
department, with the obligation in- 
creasing as one ascends the or- 
ganizational ladder. Controlling 
costs in the hospital is not a simple 
task. Yet this is something that 
must be done for we must moti- 
vate the patients’ goodwill by pro- 
viding services for which he can 
pay and which he considers worth 
the price. Every employee can help 
control costs. 

To know and control cost: 

1. Maintain adequate and accurate 
records. An _ accounting system 
equal to the needs of each individ- 
ual institution is the great and cur- 
rent need. Through such records 
one can establish a break-even 
point, maintain inventory control, 
and develop an internal system of 
cross-checks and balance. 

2. Review payroll expense in all 
its phases. Salaries represent 60 to 
70 percent of the total budget. How 
may we get the maximum from our 
payroll dollar? Probably through 
our department supervisors. It has 
been said that we only get as good 
leadership as we provide. Conse- 
quently, it behooves us to encour- 
age, plan and, if need be, help or- 
ganize the activities of each de- 
partment. Supervisors should be 
supplied with information as to the 
expense of their departments and 
should be held responsible for all 
employees under their supervision. 
An employee’s attitude toward his 
supervisor and employer is a vital 
factor in his production. 

3. Keep informed of happenings 
in the hospital field. Study current 
trends, establish or discard rou- 
tines and technics as each depart- 
ment requires. Study and training 
are essential to the development of 
knowledge and ability. Good work 


Presented before the Private Clinic-Hos- 
pital Association of Texas. 
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ACCOUNTING — RECORDS 


Keys to Cost Control 


14 ways to cut costs this year 


by A. L. McEimurry 


Administrator 
Nan Travis Memorial Hospital 
Jacksonville, Texas 


performance with minimum cost 
and effort are dependent upon 
preparation. 

4. Study absenteeism in your 
hospital. If the rate is higher than 
six percent you have a clue to one 
administrative ill which will multi- 
ply your expenses. Idle equipment, 
unused investments, disrupted 
schedules, errors from substitutes, 
overtime premiums and extra 
workers on the payroll result when 
personnel are absent to an exces- 
sive degree. Good supervision, ade- 
quate control and a high sense of 
participation by the employee will 
reduce this condition. Regardless 
of the type of employee, the treat- 
ment rendered will raise or lower 
his presence on the job. 

5. Proper placement of personnel 
can be a definite aid in control of 
payroll cost. Those with leadership 
qualities and those who are edu- 
cated and trained for the most tech- 
nical and difficult procedures must 
be placed advantageously. It is rea- 
sonable to assume that those with 
less training will be assigned tasks 
which require less skill. By con- 
stant observance we can determine 
whether and where an employee is 
misplaced. Placing a 100-horse 
power employee on a 100-horse 
power assignment will help control 
cost. 

6. Review nursing routines and 
classify them as to professional and 
nonprofessional duties. Vacations 
and time off may be scheduled so 
as to utilize the aid of relief work- 
ers. Prepare written quotas for 


personnel needs and establish a 
guide which can be useful in deter- 
mining job requirements. 

7. Establish purchasing policies. 
For a successful venture in this 
field, one’s first objective should be 
advance preparation. It is good 
economy to buy products in the 
quantity needed to accomplish the 
job at hand. Buying above or be- 
low this level is a needless waste. 
Supplies and equipment should be 
purchased with an eye to initial 
cost, durability and maintenance 
expense. It is well to develop a 
reliable source of supply without 
becoming obligated to any particu- 
lar one. However, connections with 
a dependable supplier can give you 
information concerning price in- 
creases, quality of products, serv- 
ice agreements and new products. 
Choose your supplier carefully, in- 
vestigate his qualifications and 
services thoroughly and then rely 
on him as your consultant in buy- 
ing. 

8. Insist on competitive bidding 
on major purchases. Contract buy- 
ing when possible will usually save 
money and it would be well not to 
overlook cash discounts. One posi- 
tive method of assuring par value 
is to shop around. Centralized pur- 
chasing best suits the hospital 
which desires to formulate break- 
even procedures. 

9. Preventive maintenance is a 
good investment in time and mon- 
ey. By periodical inspection, equip- 
ment may be restored before ex- 
pensive repair and replacements 
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become necessary. Skilled person- 
nel in maintenance is a necessity 
in cost economy. An efficient and 
capable maintenance man will ac- 
tually cut the cost of labor. There 
are many jobs in the hospital which 
he can handle for which we would 
otherwise have to call in skilled 
workmen at a high hourly rate. 

10. The medical staff controls 
hospital cost to a great extent. The 
efforts of the doctors could bring 
about distinct contributions in hos- 
pital economy. Participation in the 
inservice training program of hos- 
pital personnel, and acceptance of 
non-professional employees where 
possible would make a good start. 
In his respected position, the doc- 
tor can promote a group spirit and 
sense of professional pride among 
hospital employees. A stable occu- 
pancy level throughout the year 
would be a substantial means of 
economy. The medical staff might 
stagger vacations so as to spread 
the load of elective surgery. Econ- 
omy can also be promoted by post- 
ing only emergency operations over 
the week end. Much of this lack of 
insight on the part of the physician 
can be attributed to the adminis- 
trator. He fails to solicit their ac- 
tive participation and _ interest. 
Some of the areas requiring medi- 
co-administrative cooperation are: 

a) Preparation and use of a hos- 
pital formulary. (This should re- 
duce the amount of drug inventory 
carried by the hospital.) 

b) Standardization of 
ments and supplies. 

c) Prompt completion of medical 
records, making possible utilization 
of time and capabilities in the med- 
ical records department. 

d) Use of the hospital diet man- 
ual for patients’ diets. (The physi- 
cian may tell his patient they may 
eat whatever they like and it is 
surprising what some patients like.) 

e) Expedite discharge of patients 
so that rooms may be prepared for 
incoming patients. 

f) Encourage admission of pa- 
tients at a time when laboratory 
and x-ray work may be completed 
during the regular work hours of 
technicians. 

11. Group the critically ill pa- 
tients in one area. It is undoubted- 
ly sound business practice to cen- 
tralize personnel and equipment in 
an area where full and adequate 
use may be had, and there is no 
question but that patients receive 
the best care in these intensive 
care areas. Recovery rooms pro- 
vide an inexpensive yet reward- 
ing service. 

12. Use mechanized equipment. 


instru- 
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It has been reported that motorized 
beds and the two-way nurses’ call 
system reduces the nurse mileage 
by one-seventh. Pneumatic tubes 
save much time. Also, there are 
many pieces of electronic equip- 
ment available to the hospital. 
Messenger service for inter-depart- 
mental activities should improve 
efficiency. Many hospitals have 
lightened their financial burden 
through the use of volunteers. 

13. Stop needless waste. Are un- 
necessary lights being turned off? 


Are your expensive printed forms 
being used for scratch paper. Is 
your housekeeping department us- 
ing surgical soap to scrub floors? 
Is excess soap per laundry load be- 
ing used? Are food servings too 
large? Are your 4 by 4 sponges 
disappearing? Are they being used 
for cleaning purposes? Make your 
own list and start checking. 

14. Does your personnel use 
common sense? Sometimes called 
‘applied psychology’ this is also a 
great determining element in cost 
economy. ai 
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Is this the way YOUR HOSPITAL 


detects and treats CARDIAC ARREST ? 
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other hospitals . . . It can happen-in your 
hospital, yet it can be detected and treated 
successfully. 

Illustrated is the method used by an ever- 
increasing number of hospitals to combat 
the dreaded occurance of Cardiac Arrest. 
Electrodyne, working in close cooperation 
with leading heart specialists, has developed 


of Cardiac Arrest. 


During Thoracic Surgery the same electrodes may 
be hooked to the extremities. Provision for direct 
stimulation of the heart available. 


Electrodyne PM-65 with (option- 
al) Electrocardioscope, for the 
detection and treatment of 
Cardiac Arrest. For detailed 
information on this and other 
Electrody quipment, write: 
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Administration Reviews The 
Housekeeping Department 


A HOSPITAL today is most 

complex. The _invest- 
ment involved is correspondingly 
great and one of the foremost duties 
of its administrator is to protect that 
investment. One aspect of this pro- 
tection is the preservation of the 
hospitals physical. plant by pains- 
taking daily care; another to see 
that it is clean, orderly, comfortable, 
attractive and safe at all times. For 
this he must depend greatly upon 
the executive housekeeper and his 
assistants. Therefore, I will discuss 
the responsibilities and qualifica- 


by E. W. Miller 


Director 
Huron Road Hospital 
Cleveland, Ohio 


tions of key personnel rather than 
the department as a whole. 

The housekeeper in the home is a 
person of great importance and 
prestige. Her standards for order, 
cleanliness, comfort, safety and 
taste not only influence the entire 
household but provide a healthy en- 
vironment for them. Her good 
housekeeping has a direct effect on 
the health, comfort and morale of 
those around her. Her neighbors 
judge both her husband and her 
children by the kind of environment 
she has provided for them. 


The Ideal Executive Housekeeper 


1. He must be a leader recognized as such by both his administrator 
and his employees; confident in his ability to work with and for others; 
able to convey this feeling of confidence, security, self-discipline and sin- 
cere, sympathetic understanding to those about him. His workers should be 
able to look to him for guidance and for help. He must be someone they can 
like, trust, respect and follow. 

2. He must be an executive capable of administering and managing his 
department; able to select, direct, organize and control a staff; to cooperate 
with them, as well as teach them to cooperate with him, with each other, 
with fellow employees and with other department heads. He must be able 
to understand and accomplish his work economically within a given budget, 
to train personnel to cut down costs by not wasting supplies and utilties. 

3. He must have a good sense of personnel relations and must be able 
to train and supervise. This requires both an understanding and tolerance 
of human nature and the ability to get people to work for him willingly, 
cheerfully, conscientiously, according to standards he has set for them and 
for himself. Constant recognition and appreciation for accomplishment must 
be shown; employees should be given an opportunity for personal growth 
and development within the limits of their jobs to give them a sense of im- 
portance and achievement. 

4. He must have a good sense of public relations. Generally the patients’ 
and visitors’ impressions of the hospital depend both upon the quality of its 
housekeeping and the attitude, conduct and conversation of housekeeping 
employees. Housekeeping employees can smile, be courteous and polite, re- 
frain from discussing hospital policies and ethics about which they have in- 
sufficient information or understanding; they can do their work quietly, 
efficiently and quickly, avoiding disturbing the patient as much as possible, 
and securing competent aid from nursing service should the need arise. 
The executive housekeeper should particularly stress the importance of a 
housekeeping worker as a representative of the hospital, working as a part 
of a closely knit team whose foremost concern is service to the patient. 

5. He must have concern for the patient in seeing that routines and 
procedures are carried out. Routines must be sufficiently flexible in con- 
junction with nursing service to avoid interfering with the care and con- 


It is much the same in a hospital, 
except that responsibilities and re- 
sults are multiplied by the complex- 
ity of its organization. It must be 
recognized that the department con- 
trolled by the housekeeper has a 
function as highly specialized and as 
important as any other service de- 
partment. In fact poor housekeeping 
becomes more obvious to our pa- 
tients and visitors than deficiencies 
in other service departments. Poor 
housekeeping in the hospital, as in 
the home, reflects upon the whole 
household and more often than not 
affects all its standards. Where poor 
housekeeping exists, you may weil 
expect to find the same level of 
quality in other services. 

During the past 20 years the hos- 
pital administrator has become in- 
creasingly “good housekeeping con- 
scious.” He realizes that up-to-date 
equipment, tried and tested cleaning 
aides and techniques are not enough 
in themselves. He must, with great 
care, select the proper person to 
whom he can delegate the responsi- 
bility and authority of keeping “his 
house in order.” 

In doing this the housekeeper 
serves every department within our 
organization. He contacts many 
types of people throughout the hos- 
pital in the course of his day’s 
work. Some are professional per- 
sonnel, often tense, and deeply con- 
cerned about what they are doing; 
some are patients, confused, fright- 
ened and unreasonably irritated to- 
ward what they consider an alien 
and unfriendly atmosphere. Con- 
sidered from this angle, his job fre- 
quently requires the patience of Job, 
the wisdom of Solomon and the ex- 
pediency of a guided missile. Not 
only must he have these qualities 
but he must be able to instill them 
in others who work with him. 

To attract the right person, it is 
necessary, to give to him the pres- 
tige he deserves and to provide for 
him the responsibility, authority, 
adequate personnel and equipment 
so that he can serve in the capacity 
of an executive rather than that of 
a line employee. 

In many respects we have all 
failed to reach the standards we 
know should be our goal. Because 
some of us have failed more than 
others, we have all become the tar- 
get of severe criticism. Some of it is 
justified. For our sake, for the sake 
of the community we serve, we 
should use this criticism construc- 
tively and see how we can improve 
our efforts. 


Presented at The Cleveland Chapter Na- 
tional Executive Housekeepers Association. 
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venience of the patient. To keep the best interests of the patient in mind is 
a cardinal rule. 

6. He must have coordination and cooperation with all departments in 
the hospital so that the hospital functions as a whole at its highest possible 
level. Communications between his own personnel and with other depart- 
ments must be good, so that the executive housekeeper knows their needs 
and is able to perhaps take over some nonprofessional duties from profes- 
sional personnel releasing them for more highly skilled services. To grow 
requires willingness to change and to do a little more than is expected. He 
should respect the opinions and suggestions not only from his own staff but 
from others. 

It is with the nursing department in particular that he has his closest 
and most important relationship. He and his workers must have clearly de- 
fined for them where the housekeeping function ends and where nursing 
service begins. All his techniques must coordinate with their efforts—not 
only in regard to the problem of asepsis, but in regard to noise control, 
safety hazards, good safety practices and emergency situations such as fire 
or disaster of any kind. 

7. He must know record keeping. This phase requires a knowledge of 
systems to adequately keep a running account of such daily routines as wall 
washing and painting. Records of this type permit an accurate appraisal of 
the quality and wearability of such things as paints and other supplies. By 
keeping records on personnel and work, the housekeeper is ready at any 
time to analyze his department. These records also afford a means of keep- 
ing the administration informed of the work load and progress of the de- 
partment. 

8. He must have a good academic background. Not only must the ex- 
ecutive housekeeper be an intelligent person with good common sense and 
a special talent for human relations, but also a person well trained in 
housekeeping techniques and procedures fortified with a good general edu- 
cation whose emphasis has been upon the sciences, particularly, chemistry 
and bacteriology. A well-rounded, academic background also commands 
respect from other professional colleagues in the hospital field. It enables 
him to discuss -hospital problems intelligently and to constructively take 
part in combating them. It is imperative that the housekeeper and his staff 
understand that the purpose of asepsis is to prevent the spread of infection; 
that aseptic technique is based on the fact that many diseases are trans- 
mitted by direct or indirect contact. 

9. He must do research. To keep in touch with current developments in 
equipment, labor saving devices and supplies, the housekeeper must keep 
himself well informed. He should acquire the habit of writing papers for 
presentation before his own local and state housekeeping organizations as 
well as for publication in leading hospital journals. 

This requires research and self analyzation. Not only is this of benefit 
to himself in seeing what he has and should accomplish, but it helps to gain 
respect for him among hospital personnel and to justify his position. a 


Interior of soundproof room used as a laboratory for research in low in- 
tensity heart sounds and murmurs by the Department of Medicine of the 
Medical College of South Carolina. 


JANUARY, 1960 


150,000 PHYSICIANS 
THE WORLD OVER DEPEND ON 
THE INTEGRITY BEHIND THIS NAME 


B) 


[BIRTCHER| 


CARDIOGRAPH CARDIOSCOPE 
DEFIBRILLATOR HEARTPACER 
ELECTROSURGICAL UNITS 
HOSPITAL- CLINIC - OFFICE 
ULTRASONICS DIATHERMY 
INFRARED ULTRAVIOLET 
GALVANIC UNITS 
ELECTROMUSCLE STIMULATORS 
THE VIBRABATH 


and 


\. THE FAMOUS HYFRECATOR 


Los Angeles 32, California 








ALL KINDS 
of BANDS 


but only one 
Ident-A-Band 


rk ¢ 


HoLListere 


For more information, use yellow postcard inside back cover. 





Cairo, too, knows Pentothal 

Some of Cairo’s beautiful mosques date back to the 7th century. 
Even older are some of the Arab, Jewish and Coptic sections of 
the city. Yet, there is another Cairo—of wide boulevards and 
modern buildings, including many fine hospitals, where you're 
sure to see Pentothal. Doctors here find that using Pentothal 
facilitates a rapid, smooth recovery. They're also familiar with its 
safety record, backed by more than 3000 published world reports 
and 25 years of continuous use. New Pentothal literature (includ- 


ing the Rectal form) is available on your request. Send for it today. 


PEN TOTHAL sooiwm 


(Thiopental Sodium, Abbott) 


in intravenous anesthesia—a drug of choice the world over 


Cairo, by Jean J. Nirolesco-Dorobantzou (opposite page) is available in a handsome, wide-margin print. Write Professional Serv- 
ices, Abbott Laboratories, North Chicago, Illinois. 















Engineering 


Principles 


An Aid to Better Patient Care 





# IN DELVING into engineering as- 
pects of occupational health related 
to hospital administration, con- 
structive criticism of the medical 
profession by an engineer might be 
misinterpreted without a prelimi- 
nary remark. Medical staffs consid- 
er the hospital as their workshop. 
However are doctors holding this 
attitude so closely they don’t see 
the trees for the forest? Physicians 
do become preoccupied with their 
work and oblivious to their own 
and others’ working environments. 
They ignore not only their own 
but others’ welfare, the needs of 
highly dedicated people who toil 
long, tedious, difficult hours, in 
both direct and indirect support of 
the patients. 

Now the hospital industry is the 
sixth largest in the country, own- 
ing about $14 billions in assets with 
annual expenditures of $7 billions 
and employing one and a half mil- 
lion people. Yet, the hospital in- 
dustry lags seriously in compari- 
son with other large industries, in 
adopting occupational health pro- 
grams. So, an engineer asks: Why 
is this? 

No group appreciates and seeks 
the special talents of others more 





Mr. Berry is a Colonel, MSC, United 
States Army. 

Presented before the Texas Medical As- 
sociation. 
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Recommendations 


1. Take advantage of the skills and knowledge avail- 
able to you from the engineering profession for the de- 
tection, identification, measurement, and correction of 
your hospital employees’ environmental problems. Con- 
sultation with engineering services is available from 
local and state health departments, supplemented by 
the federal health agencies. In addition, our country is 
well blessed with a substantial number of highly quali- 


fied and ethical private consultants in all fields of health 
engineering, whose specialties and addresses can be 
furnished to you by your State Health Department. 

2. Develop the hospitals’ executive and professional 


attitude toward all echelons of employees. Only doctors, 


administrators and other supervisory personnel can 
instill pride of performance, dignity, and job satisfaction 
into your hospital employees. Provision of the kind of 


working environments which will insure their safety, 
welfare and continued good health by engineering will 


help. You can achieve these goals at no extra cost, in 


the long haul, if you really want them. Engineering can 
contribute immeasurable support to you as you succeed 
in producing occupational health and maintaining it in 








than the medical profession. But 
doctors are human and occasionally 
develop “blind spots” and “tunnel 
vision” like the rest of us. Closely 
associated with doctors for a quar- 
ter of a century I have come to 
know them well and to hold them 
in high regard. During that time I 
have not seen an internist faced 
with removal of his own gall blad- 
der without his seeking the serv- 
ices of the surgeon he deemed best 
qualified. Yet this same _ internist 
planning a hospital may entrust to 
others the entire design, layout, 
construction and equipment of the 
hospital without providing for en- 
gineering guidance, consultation or 
any other technical assistance. As a 
result the surgeon may be medical- 
ly handicapped in the operating 
suite. The needs of the nursing 
service, food service, janitorial, lab- 
oratory, and other supporting per- 
sonnel may suffer. This could be 
serious for the patient depending 
upon the people who must main- 
tain, operate, and practically live 
within, the hospital plant. As a 
consequence there has developed a 
relatively new profession—engineer 
consultants who normally maintain 
an adequate staff expert in the 
fields of management and _ health. 

The remainder of my remarks 
will deal primarily with the role of 
the engineer in meeting environ- 
mental health problems of hospi- 





your hospital employees. 


tal employees. Assuming appropri- 
ate medical guidance will exist, 
most of the problems of occupa- 
tional health and _ environmental 
sanitation in hospitals can be solved 
by application of engineering prin- 
ciples and methods. 


Problems of Environment 


What are a few problems of the 
hospital environment? One acute 
situation facing hospitals today is 
staphylococcic infections. This 
problem is not confined to either 
civilian or military hospitals, nor 
does it follow along accredited or 
non-accredited lines! Nor is it lim- 
ited to one particular type of pa- 
tient, but spreads to all of them, to 
personnel working in the hospital, 
and to visitors who can then spread 
it throughout the community. We 
have created this “mutated mon- 
ster” of resistant staphylococci by 
widespread and increased depend- 
ence on antibiotics while relaxing 
simultaneously our basic sanitary 
engineering measures. We must re- 
gain our past appreciation of the 
virtues of basic cleanliness in our 
hospitals. This requires engineering. 
We can no longer afford to take for 
granted that all water flowing from 
any tap is safe; that all foods pre- 
pared for the hospital are clean, 
wholesome, safe and nutritious; that 
wastes generated on the premises 
have proper disposal simply by 
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placing them in cans, or flushing 
certain ones down the drain; that all 
air in the operating room is free of 
pathogens because it smells fresh, 
or is cooled or heated; that all floors 
are clean just because they are 
swished with a wet mop, or are 
waxed and polished; that the linen 
is clean because it costs a lot of 
money to operate the laundry; that 
the bedside carafes are clean be- 
cause nothing but clean tap water is 
ever placed in them; that the whole 
place is sterile because it smells 
“medical.” These examples of basic 
sanitation problems are familiar to 
public health practitioners. Sanitary 
engineering advice is still needed 
by hospitals. It can be obtained any- 
where in the United States for the 
asking. Every state health depart- 
ment has a sanitary engineering 
service. 


Problem of Safety 


Another general problem in hos- 
pitals is that of safety. Here I am 
not referring to those rare and ex- 
otic hazards resulting from such 
things as explosions, or misplaced 
radium, or the accidental release of 
some highly toxic gas into the at- 
mosphere. Instead, let us focus our 
attention on common accidents 
which take a tremendous toll each 
year in lost time, disabling injury 
and death itself, from slips, falls, 
burns, electrical shock, and injuries 
caused by cutting and piercing in- 
struments. 

The American Hospital Associa- 
tion in its 1958 Annual Report at- 
tributed 34 percent of all accidents 
among hospital employees to slips 
and falls, with more than one fourth 
of them disabling. Of the hospital 


accidents 71 percent occurred in the 
early morning and late afternoon 
hours, yet not much is known about 
the problem of fatigue. 

We can attempt to build every 
possible safeguard into the structure 
of the hospital, yet, it is loaded with 
“booby traps.” In addition, some- 
times even the safeguards create 
other hazards in themselves. The 
safety fence built around a piece of 
machinery may keep traffic away 
from moving parts but it would then 
create a hazard for a maintenance 
man because of space limitations. 
Unbalanced illumination, as in op- 
erating rooms, may cause discom- 
fort, eye strain or even temporary 
blindness on leaving the intensely 
lighted area. Conductive flooring 
improperly maintained or _infre- 
quently tested may give a false 
sense of security and thus become 
a real hazard. A careless or un- 
trained person can get burned on a 
well-insulated incinerator, catch 
loose clothing in a_ well-guarded 
fan, or receive a severe electrical 
shock by using a wrong method, a 
wrong tool, or a “short cut.” Archi- 
tects and engineers cannot antici- 
pate all the actions of people and 
safeguard them mechanically from 
ALL accidents. For this reason, 
workers must be continually super- 
vised, trained, provided with proper 
warnings, furnished with adequate 
protective equipment, and guarded 
against themselves. 

Fire is an ever-present danger in 
many a building, yet the average 
hospital staff seems to consider itself 
immune to fire. Supposing we con- 
struct hospitals to be fire-proof 
(fire-resistant is a better term), the 
danger from fire can still exist if 





Heating Handbook 
Reappears 


® OUT OF PRINT for several years, 
the famous Dunham-Bush Pocket 
Manual on Heating is.on the scene 
once more. A recent reprinting of 
the manual makes this “industry 
bible” available to many whose or- 
ders had been turned down due to 
former “sell-outs.” Its reappearance 
will be welcomed generally as a re- 
placement for dog-eared copies and 
for new personnel. 

The price is $1.00 per copy and 


can be obtained from Dunham-' 


Bush, Inc., West Hartford 10, Conn. 
Order forms are available at all 
Dunham-Bush district offices. 
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Checks must accompany all orders. 

The engineer edited Pocket Man- 
ual includes sections on wet heating 
systems, radiation, unit heaters, 
pumps, specialties, control equip- 
ment, engineered radiation, blower 
unit heaters, special purpose pumps 
and related products, engineering 
data and terminology. ca 


The general hospital in Dover, 
N. J., is covered with four inches of 
running water on its roof to cool the 
building. When bugs kept flying into 
the water and clogging the drains, 


_ authorities added goldfish to eat 


them. The fish thrive and multiply, 
and the surplus is sold to a ready 
market. 


engineering of fire doors does not 
prevent them from being propped 
open, or combustible litter and trash 
can accumulate. If untreated dra- 
peries are hung near beds and tables 
where smoking is permitted; if 
frayed or brittle electric wiring goes 
unheeded; if wax is allowed to ac- 
cumulate on floors, or the wrong 
kind is used; or if flammable ma- 
terials used in the hospital are im- 
properly handled or stored, then 
much of the safety that can be built 
into the structure is negated. How 
many hospital administrators have 
an accountable engineer available 
to meet these problems? 

Then there are certain adverse 
factors in the working environment 
peculiar to the hospital industry. 
There is the ever-present threat of 
contracting the various communi- 
cable diseases being treated in the 
hospital, through direct contact or 
by fomites in the laundry, linen ex- 
change, laboratory, scullery or the 
waste disposal process. Electro-sur- 
gical instruments with poor wiring, 
grounding or short circuits, leaking 
or defective anesthesia equipment, 
poor practices in storage or handling 
of medical gases (particularly oxy- 
gen which can cause spontaneous 
combustion of many organic mate- 
rials), cross-connected oxygen and 
nitrous oxide systems, plus the 
myriad of instruments, sterilizers 
and other technical equipment used 
in hospitals, all represent hazards 
to employees and patients as well. 
Improper shielding or careless tech- 
niques in x-ray clinics could take 
their toll. 

We create radiation hazards in 
hospitals through useful application 
of radioactive materials in diagnosis 
treatment. These tremendous ad- 
vances in medical science can be 
used safely only through exacting 
rules, proper procedures, and en- 
gineered controls. 

Optimum air conditioning (in the 
physiological sense), a necessity in 
hospitals with proper temperature 
and humidity controls, must be 
properly engineered for each work- 
ing area. Is there excessive labor 
turnover in central supply and such 
places as the laundry and the dish- 
washing room? Has an engineer re- 
lated the problem in direct ratio to 
the temperature and humidity in 
each area? 

Problems in the working environ- 
ments do exist but are often left 
undiscovered or uncorrected. Many, 
perhaps most, can be solved by 
thoughful consideration and com- 
mon sense; many others require the 
application of highly specialized en- 
gineering knowledge. # 
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To Add Flavor 
and Appetite Appeal 


Use unsulphured molasses with 
prepared mustard as a glaze for 
baked ham. The two ingredients, 
blended in equal proportion, should 
be brushed on the ham about 45 
minutes before baking time has 
been completed. The molasses-mus- 
tard mixture clings to the meat sur- 
face; it gives a golden sheen and 
flavor-wise the sweetness of the 
molasses contrasts well with the nip 
of the mustard. 


Use unflavored gelatine in left- 
over fruit juices to make a custard- 
type sauce to serve over rice and 
bread puddings. 


Citrus juice is an ideal beverage 
or appetizer selection on your low- 
calorie menu because six ounces of 
reconstituted frozen orange or 
grapefruit concentrate contains only 
75 calories. 


Use creamy smooth or crunch- 
type peanut butter in meat loaves, 
. croquettes and fritter batter. 


Studies at Cornell University 
show that turkey is highest of all 
meats in proteins and among the 
very lowest in fat. 


Stir fresh lime juice into sour 
cream and use for topping fresh 
fruit salads and fruit compotes. Also 
good on chicken and turkey salads. 


Add grated lemon rind to the 
crust of pies or cobblers or biscuit 
topping. 


For a meat relish, blend equal 
quantities of canned apple sauce 
and whipped cream; add prepared 
horseradish to taste. Freeze and cut 
into square chunks. 


The protein content of an average 
serving (3% oz. lean plus marbled) 
beef is 30 Gm. A similar serving of 
lamb provides 27, pork, 28 and veal, 
33 Gm. of protein. 


On the basis of recent research 
there is no significant difference in 
the fat content of lean-plus-marble 
portions of cooked beef, lamb, pork 
and veal. One 3% oz. serving of 
cooked meat (lean plus marbled) 
supplies abut 16 Gm. of fat. 


Wrap your baking potatoes in 
gold foil for added eye appeal on 
the tray. 
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Add a dash of lemon juice and a 
scattering of grated lemon rind to 
sweetened whipped cream. 


The natural sugars in sweet-corn 
will start turning to starch within 
20 minutes after it is picked if it is 
not cooled. 


Surprise the children with a Plan- 
tation Milk Shake. Place a quarter 
cup of peanut butter, a tablespoon of 
honey and a dash of salt in a bowl 
for each serving. Add a quarter cup 


of milk and whip with a rotary 
beater until smooth, then gradually 
add another 134 cups of milk, beat- 
ing until smooth. Add vanilla and, 
when ready to serve, a dash of nut- 
meg. 


Serve an aspic of orange juice and 
left-over spiced peach juice to go 
along with meat and chicken dishes. 


Sprinkle nutmeg on vanilla ice 
cream. 








now your patients can snack 
and still keep calories down 


Ovaltine supplies extra nourishment — not excessive in calories — 
and is excellent for snacking or just before meals to help curb the 
appetite. Ovaltine helps maintain satisfactory intake of essential 
food elements during the stress of dieting. 


Three teaspoonfuls of Ovaltine provide all of Ovaltine’s well- 


5 


known nutrition and add only 51 calories to the diet. 


bd > 
, Ovaltine ticiicicnn 


Ovaltine Food Products, a division of The Wander Company, Villa Park. Ill. 


For more information, use yellow postcard inside back cover. 





For 
Appetite 


Appeal 


® THERES SOMETHING about the 
peach that never fails to imply “eat 
me.” There are many factors for 
this cordial invitation, of course, but 
color plays a leading role. The 
warmth of the golden peach spreads 
cheer and appetite appeal. With the 
common complaint of institutional 
meals being colorless and unimagi- 
native, peaches offer a direct and 
simple solution. 

Other attributes of the peach in- 
clude its shape beautiful, large and 
round, its texture tender, yet firm, 
and its flavor delicate and pleasing. 
The peach is also easy to handle. 

For convenience of quantity users, 
peaches are packed in the following 
grades: 

fancy — the top grade or superla- 
tive quality fruit, perfect shape, 
ripe, tender, rich color, no blem- 
ishes, packed in extra heavy syrup; 

choice — fine quality fruit rea- 
sonably free from defects, uniform 


From the California Foods Research In- 
stitute, San Francisco |, Calif. 


Sliced peaches give hot or cold cereal a new look 


and a new taste enjoyment. 


Patients often prefer honey or brown sugar 


as a sweetener. 
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For both patients and hospital employees, 
make Peach Salad Sandwiches with thick slices of quick bread, 


made with fresh dates and almonds, 


and cover with well-drained cottage cheese topped with 
cling peach half decorated with a saucy sprig of mint. 


in shape and color, packed in heavy 
syrup; 

standard — medium grade fruit, 
ripe, good color may vary some in 
texture, fairly free from defects, 
fairly uniform in size, and packed 
in light syrup. 

Although fancy and choice fruits 


are usually packed in _ heavier 
syrups, these two grades geared to 
hospital requirements are available 
water-packed for special dietetic 
purposes. 

Since nutritive values as well as 
eye appeal are vital in therapeutic 
feeding, the food value data is im- 


The tartare filling in the peach half 


(with the butter crumb fish and baked potato) 


is commercial sour cream with finely chopped 


dill pickle, parsley and minced onion. 
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portant. One average sized serving 
(100 grams) of two small canned 
cling peach halves and one table- 
spoon syrup contains: 

Calories 68; protein 0.4 Gm; fat 
0.1 Gm; carbohydrate 18.2 Gm; cal- 
cium 5.0 mg; phosphorous 14 mg; 
iron 0.4 mg; pro vitamin A 450 1.U.; 
thiamin 10 mcg; riboflavin 20 mcg; 
niacin 0.70 mg; and ascorbic acid 
4.0 mg. 

Peaches colorful, convenient and 
nutritious are also versatile. There 
is no end to the fascinating prepa- 
rations which may be made with 
them. The halves, as is, make an 
excellent breakfast fruit heated in 
their own syrup and served hot 
with or without cream. Peach slices 
served over ready-to-eat or cooked 
cereal, sweetened with honey or 
brown sugar, are equally enjoyable, 
and a welcome change from “just 
cereal.” 

Peaches make delightful garnish- 
es and many meals are badly in 
need of an eye appealing, edible 
garnish! Broiled peach halves filled 
with honey, brown sugar, sugar and 
cinnamon, grated cheese or merely 
mayonnaise and instant minced 
onion are a delight served with any 
entree. 

As salads become increasingly 
popular, salad variety poses a prob- 
lem. Sliced canned peaches or 
canned fruit cocktail go well in 
gelatin salads — lime or lemon fla- 
vored, or plain gelatin delicately 
flavored with mint extract. Vinegar 
to replace a small portion of water 
makes the gelatin mixture taste a 
little sharper, perfect foil for the 
gentle flavor of peaches. 

Peachy hot breads made with in- 
creasingly popular mixes delight 
patients. The fruit teams to perfec- 
tion with biscuit and ginger bread 
mix to make a perfect carbohydrate 
“surprise.” 

Desserts, al la peaches, are le- 
gion and have a way of making pa- 
tients feel that their favorite sweets 
are being prepared. Peach dump- 
lings with caramel sauce, peach up- 
side down spice cake, peach burnt 
sugar cup cakes, peach crumb top 
pie, peach gelatin whip, peach Mel- 
ba are just a few desserts that may 
be readily produced quantity-wise. 

a 


To Save Time 
and Money 


# A new institutional milk choco- 
late chiffon pie filling requires only 
the addition of water, but more 
sugar can be added if the user pre- 
fers a sweeter product. Preparation 
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time is six to eight minutes from 
package to pie shell, saving at least 
25 minutes compared with a con- 
ventional recipe. Filling costs for 
a nine-inch pie are 24.2 cents. Va- 
riety opportunities include serving 
in dessert cups and preparation with 
graham cracker crust. 


It takes less than ten minutes to 
whip up potatoes for 150 servings 
when dehydrated instant potatoes 

are used. 


If you have had a rise in food cast, 
do not assume it is the result of ex- 
pensive meats. A close analysis of 
your food cost may indicate that it 
is the use of fresh fruits and vege- 
tables before the peak of the season 
when the price is reasonable. When 
planning your menus, investigate 
the prices. For a low cost budget, 
many fruits and vegetables are too 
expensive when they first come on 

the market. ® 























“It’s not necessary to add ‘Continental Coffee’. 
Just say ‘Ah-h’.”’ 











Write for free trial package 


Continental Coffee 


AMERICA’S LEADING COFFEE 


for Restaurants, Hotels and Institutions 


CHICAGO+ BROOKLYN+TOLEDO+SEATTLE 


For more information, use yellow postcard inside back cover. 





pharmacy 


In a 2,000-bed unit of a 
3,000-bed general county hospital, 
put into operation 25 years ago, the 
nursing service administrators re- 
alized that the increasing demands 
for nursing service rendered some 
of the physical facilities and pro- 
cedures (or lack thereof) cumber- 
some and impractical. Therefore, 
there was a need for periodic ap- 
praisal of these areas to insure that 
the most effective measures were 
being utilized in carrying out pa- 
tient care. 


Need for Standardization 


In both medical science and in- 
dustrial economy, where there is 
need for a uniform service, method 
or product, standardization is a fun- 
damental requirement. A_ similar 
objective in the storage and prepara- 
tion of drugs, solutions and equip- 
ment for administration to patients 
would seem highly desirable. In view 
of the current shortage of profes- 
sional nurses, where non-profes- 
sional personnel are sometimes 
utilized for this purpose, standard- 
ization of procedures and supplies 
increases the safety factor for the 
patient as well as for the semi- 
skilled employee. 

The rapidity of patient turn-over, 
the greatly increased numbers of 
drugs that are being given today, 
and the mobility of medical staff are 
some additional factors which make 
it imperative to provide effective or- 
ganization and storage of medica- 
tions in a nursing unit. 

The possibility of error in admin- 
istration of medications is always a 
potential reality because of the hu- 
man beings who are involved in 
these procedures and in addition, 
there may be other contributing 
factors such as poor working condi- 
tions, inadequate labeling of con- 
tainers and distractions in proce- 
dural details. Preventive measures 
are a cooperative responsibility 
shared by personnel from nursing, 
pharmacy, medical and administra- 
tive staffs. 


Discourage Accumulating Drugs 


The philosophy of the personnel 
in the nursing unit has a direct in- 
fluence on the maintenance of drugs 
and solutions in the ward. The fre- 


Miss Lapniewska is research assistant in 
nursing at Los Angeles County General 
Hospital, Los Angeles, Calif. 
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Administration in a Nursing Unit 


Storage of Drugs, 


Solutions and Equipment 


by Janina B. Lapniewska, R.N. 


quent rotation of medical staff may 
be a contributing factor in over- 
stocking of medications in the nurs- 
ing unit. Also, storing medications 
ordered for specific patients after 
they have left the service may re- 
sult in accumulation of drugs in a 
medicine closet. 

If the head nurse encourages this 
kind of accumulation on the prem- 
ise that the next time a specific drug 
is called for, it will be immediately 
available in the medicine closet and 
eliminate the wait that sometimes 
occurs, this tends to contribute to 
over-stocking, thereby making in- 
ventory more difficult as well as 
further limiting already limited 
storage space. This attitude also 
tends to filter down to the other per- 
sonnel in the unit. 

If there is an unusually long in- 
terval between requisitioning and 
delivery of a drug to the nursing 
unit, it would seem advisable to en- 
courage pharmacy to examine their 
procedure (figure 1) for filling and 
delivering a requested drug. 


Organize Drug Storage 


In over-all planning the following 
procedures seem essential in or- 
ganizing more effective storage of 
drugs, solutions and equipment. 

1. Standardization of location of 
material and equipment and cen- 
tralization of drugs, solutions and 
equipment for specific administra- 
tion. 

2. Standardization of supply lists. 

3. Systematic arrangement of 
drugs and solutions. 

In addition, there are certain fac- 


tors which seem to contribute to 
more effective storage of medica- 
tions and equipment, and others 
which should be avoided or elim- 
inated. 

Preferably the medicine closet in 
a nursing unit should be within easy 
access of the nurses’ station and 
have adequate space for the storage 
and preparation of drugs for admin- 
istration. 

Factors that influence the kinds 
and amounts of supplies and equip- 
ment to be stored in the nursing 
unit are: 

1. Type of service—medical, sur- 
gical 

2. The kind of patient—pediatric, 
geriatric, neurological 

3. Cost and durability of supply 
items 

4. Frequency in ordering of sup- 
plies 

Inadequacy may lead to disorgan- 
ization, resulting in excessive time 
consumption and error in adminis- 
tering drugs to patients, as well as 
in an untidy and unsanitary en- 
vironment. 

There are basic physical require- 
ments for all wards, such as com- 
bination of shelves, counter space, 
cabinets, and a sink for every medi- 
cine closet. These should be stocked 
with the drugs and equipment like- 
ly to be needed but should not be 
overstocked. Narrow shelves for 
pills, capsules and tablets which al- 
low storage of two rows of contain- 
ers are preferable to deep shelves 
which permit storage of four or five 
containers and entail shuffling and 
re-shuffling of bottles to locate a 
specific item. Tiered shelves con- 
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OF EVERY HOSPITAL — LARGE OR SMALL 


Complete Sanitation Programs 


COVERING ALL DEPARTMENTS, FACILITI 


Total sanitation in every department . . . and 
sanitation awareness by all personnel are 
essential to the control of cross contamination. 
Klenzade technical representatives are equip- 
ped by knowledge and experience not only 
to provide a Sanitation Survey of what you 
need to achieve total sanitation .. . but also 
to set up cleaning and sanitizing routines that 
will materialize this concept of total cleanliness 
— day in and day out. Why not investigate 
a Klenzade Program now? 


KLENZADE PRODUCTS, INC. HOSPITAL 


Systematized Sanitation All Over the Nation 


BELOIT, WISCONSIN a 


AN . ‘ : 
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Los Angeles County General Hospital 


PROCESS FLOW CHART ——— 
“ Assembling Drugs, Solutions and Equipment for No. OF OPERATIONS 


(x MAN OR 0 MATERIAL I.V. Infusion No. OF TRANSPORTATIONS 


cuart eecins Picks up utility cart Ss. oF inspections 
cwart enos Pushes cart to patient's bedside Ss [no. or Storaces 
CHARTED BY _JL pate __ 1 -5-59 MAN HOURS OR MINUTES 


DISTANCE TRAVELED 





















































PRESENT 
DETAILS METHOD 
FROFESED 


INSPECT 
STORAGE 








Picks up utility cart 








Moves to storage shelf 








Picks up 2 liters I.¥. Solution 








Moves cart to Cabinet IX 








Obtains metal bottle holder 








Moves cart to green table 








Obtains I.V. set and needles 








Moves cart to Cabinet VIII 








Obtains vial Potassium Chloride 








Moves cart to 24 X 36" cart in hall 

















Moves cart to linen closet 
Obtains I.V. standard 














Pushes cart to patient's bedside 
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Figure 1. Flow process chart of present method for filling and delivering drug orders. 
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ATARAX 


(brand of hydroxyzine) 


Special Advantages 


Parenteral form effective in 
minutes; pre-eminently safe. 


World-wide record of effectiveness—over 200 laboratory and 
Clinical papers from 14 countries. 

Widest latitude of safety and flexibility—no serious adverse 
clinical reaction ever documented. 

Chemically distinct among tranquilizers—not a phenothiazine 
or a meprobamate. 

Added frontiers of usefulness—antihistaminic; mildly anti- 
arrhythmic; does not stimulate gastric secretion. 


Supportive Evidence 
“.. the injectable form of [Atarax] deserves to be 


used extensively in hospital practice on account of its 
efficacy and... harmlessness.”” 











Well tolerated by debilitated 
patients; does not impair 
mental acuity. 


*,.. Seems to be the agent of choice in patients suffer- 
ing from removal disorientation, confusion, conversion 
hysteria and other psychoneurotic conditions occurring 
in old age.” 





tablet for easy dosage ad- 
justment. 





Palatable syrup and 10 mg. 





“Atarax also may be employed advantageously to reduce 
anxiety in children who become distressed when faced 
with unpleasant, fear-provoking situations such as diag- 
nostic tests in the hospital, painful treatments, dental 
work, and minor surgery.” 





Dosage: Adults, for tension and anxiety, one 25 mg. tablet, or 
one tbsp. syrup q.i.d. For severe emotional disturbances and 
sedation, one 100 mg. tablet b.i.d. For psychiatric and emo- 
tional emergencies, 25-50 mg. (1-2 cc.) 1.M., 3-4 times daily 
q. 4h. Children, for behavior disorders, 3-6 years, one 10 mg. 
tablet or one tsp. syrup t.i.d.; over 6 years, two 10 mg. tablets 
or two tsp. syrup, 10 mg. per tsp., t.i.d. Parenteral dosage for 
children under 12 not established. 


Supplied: Tiny 10 mg., 25 mg., and 100 mg. tablets, bottles 
of 100. Syrup, pint bottles. Parenteral Solution, 25 mg. per cc. 
in 10 cc. multiple-dose vials; 50 mg. per cc. in 2 cc. ampules. 
Prescription only. 


References: 1. Triboulet, F., et al.: Semaine hép. Paris 33: No. 
20 (May 30) 1957. 2. Smigel, J. 0., et al.: J. Am. Geriatrics Soc. 
7:61 (Jan.) 1959. 3. Ayd, F. J., Jr: M. Arts & Sc. 11:54 (2nd 
Quarter) 1957. 
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structed so that their content may 
be easily checked for requisitioning 
and overstocking are also desirable 
features. 

Bottles should be of a uniform 
size and shape to simplify storage 
and arranged so that each label is 
plainly visible. 

In an effort to conserve personnel 
time and energy, a uniform place for 
storage of materials and equipment 
on all wards should be designated. 
This may be done throughout the 
hospital by assigning the same num- 
ber to all architecturally similar 
cabinets, shelves, closets and draw- 


ers in each nursing unit and indicat- 
ing the specific location of all ward 
supplies, i.e., linens, drugs, sterile 
supplies. Posting a key list allows 
personnel to locate ward supplies 
with a minimum of time and effort. 
In planning centralization of drugs, 
solutions and equipment for specific 
administration, flow process charts 
(figures 1 and 3) and diagrams 
(figures 2 and 4) are of great bene- 
fit and may change the procedure 
from Procedure I to II (figure 1 and 
3). Flow process charts are a tool 
used to break down an operation in 
order to allow visualization of de- 
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tails. The diagram is simply a lay- 
out of the area that is involved in 
planning storage of materials and 
equipment, which allows a mental 
rather than the more costly physical 
trial and error, in working out a 
better location or an improved 
method of storage. 

Systems used for requisitioning 
supplies for nursing units are often 
complicated by overstocking on 
floors, frequent emergency orders 
and costly duplicating of effort. 
These inadequacies can be corrected 
by installing a floor standard for the 
various supply items regularly or- 
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Figure 2. Flow process chart of proposed method of filling and delivering drug orders. 
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Figure 3. Flow diagram of current drug storage. 


dered. It seems advisable to estab- 
lish a policy limiting the varieties 
and amounts of drugs and solutions 
to be kept on hand in a nursing unit. 

Such decisions may be the result 
of joint conferences among super- 
visors, head nurses, chief pharmacist 
and the medical officer in charge of 
each unit. A list of the various drugs 
and supplies and the amount to be 
kept on hand should be posted in 
the area of storage. This kind of list 
may be made according to the cate- 
gory of supply (drug, housekeeping, 
laundry, paper dish supply) or ac- 
cording to the content of a specific 
storage area (a locker, a cabinet, a 
designated shelf). This standard 
should include an allowance for cer- 
tain fluctuations and emergencies. 
The amounts would vary from floor 
to floor depending upon the type of 
patient care and the number of 
beds. 

The following are some of the 
supplies that may be standardized 
in the proposed fashion: 

Stock drugs 

IV. solutions 

Ampules and vials of I.V. and I.M. 
injectable preparations 

Medical-surgical supplies 

Disposable plastic items 

Linens 

Housekeeping supplies 

Surgical dressings 

Central supply items 

Stationary 

The following are areas that may 
be standardized in the proposed 
fashion: 

Specific 
drawers 


cabinets, shelves and 


*McGuigan, Hugh Alister and Krug, 
Elsie: An introduction to materia medica 
and pharmacology. C. V. Mosby Co. 1951 
p. 115. 
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Lockers 

Refrigerators 

Medicine closets—stock drugs, 
ampules and vials of drugs and solu- 
tions, syringes and needles for hypo 
and I.M. injections, medicine glasses 

This system anticipates the needs 
of a floor almost eliminating the rush 
orders to fill emergency shortages, 
thus saving time for nursing per- 
sonnel as well as other departments: 
Implementation of this kind of sys- 
tem may start with the following: 

1. Preparation of a sample form 
for all regularly ordered supply 
items (kinds). 

2. Incorporation of practical sug- 
gestions from all nursing units. 

3. Implementation of standards by 
the nursing unit after they are for- 
mulated. 

a) Standards (amounts) for each 

floor should be based on maxi- 


mum needs plus an allowance 
for emergencies. 

b) Where the head nurse has no 
idea of the amounts of specific 
items needed, keeping a record 
of actual consumption of the 
item over a period will allow 
her to estimate the need on a 
24-hour, weekly or bi-weekly 
basis. 

4. Periodic review of these lists 
should be made and suitable adjust- 
ments made. 

Each nursing unit may thus main- 
tain desirable supplies and equip- 
ment for operational needs. An 
alphabetically arranged list of ma- 
terials and supplies may be arranged 
as an inventory record and a locator 
guide. 

In systematizing the arrangement 
of medicines, McGuigan and Krug* 
recommend that medicines’ be 
placed in the closet alphabetically 
in some such order as the following: 

a) Substances for internal use are 
placed together but solids are sep- 
arated from liquids. 

b) Substances for external use 
are kept together but solids and 
liquids in separate compartments. 

c) Narcotic preparations should 
be stored in a separate locked com- 
partment. 

d) All poisons should be labeled 
“poison.” They should be kept sep- 
arately in bottles differentiated by 
color, shape or rough surface. 

e) As far as possible, drugs used 
for similar action should be grouped 
together, i.e., cathartics, sedatives. 

f) Oils should be kept in a cool 
place since they decompose readily. 

g) Serums and vaccines should be 
kept in the refrigerator. 
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Figure 4. Flow diagram of proposed drug storage. 





CENTRAL SERVICE 


by Mary Helen Anderson, R.N., M.S.H.A. 


Staph Control Means 
Staff Control in C.S.R. 


™ IF HOSPITAL PERSONNEL in general 
could be examined for the degree 
of concern toward prevention of 
infections, it would be fairly easy 
to predict that Central Service su- 
pervisors would rate high. Unfortu- 
nately, no one has yet discovered a 
way to measure the working of the 
human conscience; and with due 
respect to all of the other ap- 
proaches to this question, it seems 
we have been reluctant to place the 
responsibility on the individual per- 
son. 

Hospital administrators write 
prolifically on “nosocomial” infec- 
tions. Central Service people should 
be familiar with this term which 
means simply infections occurring 
as a result of some contact with 
disease producing organisms with- 
in the hospital walls. Physicians’ 
periodicals carry a full coverage 
of this popular subject, and for the 
most part, physicians do not feel re- 
sponsible for the wildfire Staph. In 
fact, many things are cited as re- 
sponsible. 

It is our position that procedures, 
equipment and supplies are no 
more important than the person- 
nel who handle them. Detergents 





Central Service 
Personnel 


™ PLAN NOW TO ATTEND the Cen- 
tral Service Personnel Confer- 
ence in Chicago in the first week 
of May. This will be sponsored 
by the National Association of 
Hospital Central Service Per- 
sonnel. Details will be announced 
in the near future. ® 
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may be scientifically designed to re- 
move soil, coat the surface with a 
protective film and even deodorize 
—but unless scrupulous care is ta- 
ken by each person using these 
items, the program of Staph con- 
trol might as well be left to the 
mercy of the law of averages. 

The first important factor for per- 
sonnel is a thorough knowledge of 
the ways and means to control in- 
fections. Recently a number of Cen- 
tral Service supervisors were asked 
a searching question, “How do you 
control Staph in your department?” 
There were three typical responses 
repeated again and again. 

“Well, we really haven’t had an 
infections problem—so far.” Usu- 
ally this statement is followed by 
a scientific knocking on wood, or an 
equally learned crossing of fingers. 

“We wash everything we can in 
brand “X” detergent. It is wonder- 
ful! It makes everything sparkle.” 

“We rely on plain soap and wa- 
ter. What soap? Whatever we get 
from the storeroom. Sometimes it’s 
one kind, and sometimes another.” 

The first response can be dis- 
counted here, because it is pretty 
well recognized that “if you haven’t 
been, you will be.” Better get your 
head out of the sand! 

The second and third groups 
caused real concern as the ques- 
tions went a little further. 

“What do you mean by “wash?” 
Somehow so much is taken for 
granted. Nurses are amazed when 
asked to define such a simple word 
as “to wash.” Soon actions such as 
“wipe with a damp cloth,” “scrub,” 
“dust,” and “rinse well” enter the 
conversation—and all are equally 


undefinable. 


Further investigation of cleansing 
procedures led to the interviewing 
of representatives of stainless steel 
cabinet work, suction machines and 
water stills. All of this equipment is 
found in abundance in Central 
Service Departments. But it was 
completely impossible to arrive at 
any agreement as to the accepted 
method for cleaning procedures. 
Manufacturers least of all had con- 
sidered the question beyond “rou- 
tine cleansing care.” If the Operat- 
ing Room procedure has been es- 
tablished for the surgical scrub of 
skin surfaces; if specific procedures 
can be written for the precise proc- 
ess required to clean needles, why 
should not cleaning of the envi- 
ronment be as well defined? 

There is a tremendous area for 
research in this subject. It is to be 
hoped that someone will accept the 
challenge and give us some scien- 
tific answers to questions like these. 

What treatment should be given 
to the floors in Central Service? If 
mopped, how much floor space 
should be covered before a clean 
mop is used? What solution should 
be used? How often should it be 
changed? These seem to be over- 
simplified, but until we can take 
the guesswork out of these proce- 
dures, we will continue to make 
excuses for the transfer of infec- 
tions in the hospital. 

How is dust removed from upper 
shelves, tops of cabinets, water 
stills and storage tanks? What 
about the use of a vacuum cleaner 
attachment for such operations? 
How often should these areas be 
cleaned? What about air-condition- 
ing equipment? 

If a large area is “wiped with a 
damp cloth” or “scrubbed,” how 
should this be done? What consti- 
tutes “wiping” adequately? How 
many times should a cloth be used 
on the same spot? At what point 
should it be wrung out in the clean- 
ing solution before proceeding? 
When should the solution be 
changed? What is to be done with 
the cloth after use? How about dis- 
posable cleaning cloths? Perhaps 
research would show that dispos- 
able cloths saturated with deter- 
gent could be used “X” number of 
strokes and then discarded! The 
point is, there is an enormous need 
for some definite procedure. 

The hospital administrator must 
rely on the Central Service super- 
visor to provide scientific data re- 
garding cleaning procedures as well 
as sterilizing techniques. The time 
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Lincoln General Hospital bought a full- 
page advertisement in the newspaper and 
also mailed out formal announcements to 


celebrate the opening of their new nurs- 


ery. 


(oe NN 


s The infant nursery was new from 
top to bottom and we were most 
anxious to invite the public to in- 
spect the new facilities. The presi- 
dent of the Board of Trustees ap- 
pointed a committee as follows: 


Chairman of the Public Relations 
Committee of the Board (chairman) 

Secretary of the Board 

Chief of Staff 

Chairman of the Hospital Auxili- 
ary 

Director of Nursing 

Administrator of the Hospital 


This committee was empowered 
to contact the local newspaper and 
secure one of their top ad writers to 
sit with the committee. He was told 
what was wanted and was asked to 
bring back a dummy copy of the 
ad, which he did. The dummy copy 
was reviewed and the full page ad 
on the opposite page was approved. 

In addition, it was decided to have 
a preannouncement two days prior 
to the open house in the form of a 
so-called “teaser” ad, three columns 
by three inches, making reference 
to the Sunday announcement. 

The committee also felt it advis- 
able to send out formal announce- 
ments (upper left, opposite page) to 
all members of the County Medical 
Society, all churches in the city, all 
women’s clubs, city officials, Cham- 
ber of Commerce, radio and tele- 
vision stations, all patients in the 
obstetrical department during the 
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year 1957 and to the parents of the 
student nurses. 

Twenty student nurses were or- 
ganized to handle the tours. Two 
days prior to the open house they 
were briefed from a script prepared 
by the administrator. These student 
nurses were well-qualified to give 


' the desired information during the 


tour which covered, in addition to 
the new nursery, other areas in the 
hospital which had undergone im- 
provement during recent months. 

Off-duty policemen were se- 
cured to handle the parking prob- 
lems. The women of the auxiliary 
served punch and coffee with a va- 
riety of fancy cookies. 

The president of the Board and 
the administrator and their wives 
greeted incoming visitors who were 
promptly assigned to one of the stu- 
dent tour guides for the tour. Other 
members of the Board of Trustees 
served as hosts and hostesses in a 
receiving line at the conclusion of 
the tour just prior to the serving 
of the refreshments by the auxiliary 
in the the hospital dining room. 

We feel that this open house was 
very successful and by actual count 
there were more than 1,200 people 
taking the tour despite the fact that 
it was a very cold day with the 
maximum temperature reading for 
the day being seven degrees above 
zero. There were a great number of 
others who entered the hospital 
through other entrances who were 
not tabulated. 8 


Open 
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by Herbert A. Anderson 


Administrator, 
Lincoln General Hospital, 
Lincoln 2, Nebraska 





The Relationship Of The Registered Nurse 
And The Practical Nurse 


From the Point of View of the Practical Nurse 


by Leona Bowers 


™ PRACTICAL NURSES have been used 
in the care of acutely ill patients for 
relatively short time. Introduction 
into the hospital of this new catagory 
of workers has not been without 
problems. It has taken time for prac- 
tical nurses to become integrated in- 
to the nursing care family to the 
extent of becoming fully accepted 
by the registered nurses and other 
members of the health team. 

Remarkable progress has been 
made due to the interest and efforts 
of many farsighted registered nurses 
who have realized the service that 
can be rendered by the practical 
nurse. The practical nurse can as- 
sume a large share of the responsi- 
bility for nursing care of the chron- 
ically and mildly ill patients. The 
practical nurse can and does assist 
in the care of all types of patients— 
medical, surgical, pediatric, mater- 
nity, mental, tuberculosis, cancer, 
chronic and communicable disease. 
The rapid growth of the practical 
nurse group may be attributed, in 
part, to the shortage of professional 
registered nurses but it is due, to a 
greater extent, to the quality of 
service that the practical nurse can 
offer. 

Analysis reveals that nursing 
functions range from the simple to 
the complex. Workers of different 
levels of training are needed to per- 
form the total nursing job and the 
need for the auxiliary nurse to sup- 
plement the registered nurse is un- 
questionable. 


Communications Important 
A successful nurse, whether she 
be a registered nurse or practical 


nurse, must have one particular 


Mrs. Bowers is president of the Practical 
Nurse Association of Ohio, Toledo, Ohio. 


skill in addition to nursing, the 
ability to communicate effectively. 
The notation on a patient’s chart, 
the report of a home visit, the inter- 
view with a T.B. contact, and the 
conference with the nursing staff— 
these are significant, communicative 
acts. If they are done skillfully, the 
nurse’s job will be a creditable one. 
If a nurse communicates poorly, her 
work, and that of her colleagues 
will suffer. 

Failure is encountered because 
someone did not say what she 
meant, or because someone did not 
properly understand what she read 
or heard. When people work in 
groups their work is constantly re- 
lated to the work of others. These 
relationships will succeed or fail in 
direct ratio to the quality of the 
communication that takes place. 

To communicate easily one must 
be able to write and to read, to talk 
and, above all, to listen. Since it is 
generally accepted in most hospitals 
that the routine bedside care of pa- 
tients is a practical nurse duty, easy 
communication between registered 
and practical nurses is vital. 


Relationships Important 


In the orderly functioning of any 
institution, there are leaders and 
followers and definite protocol ex- 
ists for observing their relationships. 
This usually results in an efficient 
organization of duties, with each 
member of the nursing team secure 
in the knowledge of the important 
part she plays in helping care for 
sick people—the ultimate objective 
of all their combined efforts. 

Practical nurses continue to be 
advised and urged to “ask when in 
doubt.” If the practical nurse is 
humble enough to seek advice or 
information or simply to verify 
something she is not sure about, the 


registered nurse would always do 
well to keep this confidence. It is 
not a confession of ignorance but 
plain good sense to ask—and the 
registered nurse should look upon it 
in this way and not as an unjust 
criticism. 

The practical nurse must hold her 
vocation in respect and the opinion 
of her colleagues in high regard so 
that she can transmit their ideas 
with emphasis and dignity. No one 
is “just a practical nurse.” Nurses 
must demonstrate an ability to work 
together and in so doing assure the 
patient of consideration, kindness 
and understanding as well as effi- 
cient care. 

Among the registered nurse and 
practical nurse groups there are 
some individuals who personnally 
find it difficult to get along with 
people. They make it especially 
hard for their co-workers. While 
they cause some conflict, they are 
certainly at a minimum. One needs 
only to review the complete co- 
operation of both groups in the 
struggles for nursings acts to be 
assured that a good relationship ex- 
ists between the two groups. The 
high standards of practical nursing 
today are a great tribute to those 
who helped to make them so. 

When we consider relationships 
between registered and _ practical 
nurses, we must consider that job 
satisfaction is an important issue. If, 
for instance, the practical nurse is 
not permitted to practice the proce- 
dures she has learned to perform, 
she may prefer to perform them in 
some other area than in the hos- 
pital. In general the practical nurse 
is now given consideration and fair- 
ness in policies and practices. She is 
made to feel compensated for her 
services. However, the registered 
nurse, while jealously guarding her 
nursing prerogatives, may fail to 
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Home Study Courses in 
HOSPITAL ACCOUNTING 


Sponsored by the American Associa- 
tion of Hospital Accountants, the 
Indiana University School of Busi- 
ness and administered by the Indi- 
ana University correspondence Study 
Bureau. 


PRINCIPLES OF HOSPITAL ACCOUNTING 
3 Semester Hours $36.10* 


A inning course designed to provide a solid 
foundation in the basic principles and prac- 
tices of hospital accounting. Consists of 20 
written assignments. 


INTERMEDIATE HOSPITAL ACCOUNTING 
3 Semester Hours $39.10* 


An intermediate level course emphasizing 
practical solutions to the more difficult ac- 
counting problems arising in day-to-day hos- 
pital operations. Full consideration is given 
to simplified. shortcuts. 
Prerequisite: Principles of Hospital Account- 
ing or a semester of college-level beginning 
accounting, or the equivalent in experience. 


HOSPITAL BUDGETING AND COST ANALYSIS 
3 Semester Hours $36.95* 
(*includes text and supplies) 

This course stresses the theories underlying 
the important areas of hospital management 

accounting. 
Prerequisites: One year of ee a 


accounting or A233 or the equivalent in 
experience. 


Discuss these courses with your Hos- 


pital Administrator. For further 
information write ta 
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permit the practical nurse to share 
in the responsibilities she has been 
taught are also hers. By limiting the 
activities of the practical nurses, 
registered nurses sometimes fail to 
utilize the potential to the fullest 
extent in the patient-care plans. 


Interdependence Important 


Practical nurses like to be de- 
pended upon. Is there a happy medi- 
um between dependence and inde- 
pendence? Where there is a mutual 
dependence, one is not submissive 
and the other dominant. It is an 
equalitarian relationship rightly 
called interdependence. One group 
will be quite effective in its own 
area, but it is only as it gives to the 
whole, recognizing the contributions 
and limitations of each, that team 
spirit begins to develop and treat- 
ment goals are achieved. Satisfac- 
tion comes from being a part of the 
team; a group with a greater goal 
than any one individual’s; a group 
participating at a time when they 
can best contribute to the needs of 
the patient. 

Articles in leading nursing maga- 
zines have referred to the team con- 
cept in nursing, reflecting that few 
places had been able to make team 
nursing function. Sociologists advise 
that a lag of 25 years is to be ex- 
pected between the time an idea is 
introduced and the time it is put 
into practice. Administrators had to 
have courage to introduce the team 
plan, so that their staff nurses could 
function as team leaders and their 
head nurses be relieved of some of 
their load, but they have found that 
patient care and interpersonal re- 
lationships have been improved by 
co-operative planning. 

With the practical nurse now con- 
sidered a member of the hospital 
family, the registered nurse exer- 
cises the power of example and 
broadens her educational experi- 
ences by acting as leader of the 
team. Her role has been widened to 
include responsibility for auxiliary 
workers within her sphere of activ- 
ity. She has accepted the practical 
nurse as a person prepared to assist 
her and no longer views the practi- 
cal nurse as a threat to her security. 
This is additional evidence of a co- 
operative endeavor to maintain a 
high level of nursing care. 

The registered nurse may well 
expect the practical nurse to give a 
hand when a patient is brought back 
to his room from the operating 
room, or to answer the light as she 
passes a door, or to serve a tray, or 
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to feed a patient, or to do any help- 
ful task whether it seems to be her 
assigned task or not. The practical 
nurse is not justified in assuming 
she has completed her day’s work 
simply because the clock shows the 
appointed hour for going off duty. 
She should not, of course, go be- 
yond the scope of her training but 
the registered nurse, being the team 
leader, should be able to expect the 
team to complete the day’s duties. 

Each nurse must ask herself 
“What am I doing to foster good 
relationship?” If I am a Registered 
Nurse, let me ask myself. 

How do I really feel about the 
practical nurse? 

Do I recognize the great need for 
her services? 

Do I welcome the opportunity to 
work with her; gratefully accept 
her as a full-fledged member of the 
nursing team? Or do I treat her as a 
nurse’s aide or a maid? 

Do I order her around or just 
plain disregard her? 

Do I make unkind remarks about 
“those awful practical nurses?” 

Do I always belittle her? Do I 
disregard any attempt she may 
make to win my confidence? 

Have I ever taken her aside and 
helped her along the rough spots, 
explaining in a kindly manner the 
right and the wrong? 

Have I honestly been just and fair 
in my dealings with the practical 
nurse? 

If I am a Practical Nurse, let me ask 
myself. 

How do I feel about the registered 
nurse? Am I resentful of the posi- 
tion she holds? 

Do I feel or act as though I know 
as much as she does—after all, I 
have had more experience? Do I 
antagonize her by my forward ac- 
tions? 

Do I seek the assistance of the 
registered nurse in a courteous and 
respectful manner? 

Am I frank in admitting what I 
do not know? Am I tactful in my 
approach? 

‘Do I do my share of work, or do I 
try to put some off on others? 

Do I accept correction in the 
proper spirit or do I show resent- 
ment? 

When each nurse can answer 
these questions satisfactorily, only 
then can it truly be said that they 
have put their heads, hands and 
hearts together for the welfare of 
the patient. A helping hand, a ready 
smile and a cheerful word, these are 
the things that everyone desires. # 
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Continued from page 45 


turnover. Skilled workers may have 
different reasons for leaving from 
those of unskilled workers, and it 
costs us more when a skilled work- 
er has to be replaced. 

We are now digging below the 
surface to find out who is leaving 
and why. 

Are we losing our good em- 
ployees or the worst ones who are 


Table 6. Labor Turnover by Reasons for 
Separation. 


Reason 1956 1957 1958 





fields has any bearing on the situa- 
tion. 

A word about turnover rates. 
Some figures do not mean too much 
since they can be determined by 
a variety of methods to arrive at 
the desired result. Most rates are 
derived by using monthly figures 
and the formula: 

Total Separations During Month 
Divided by Total On Rolls At End 
Of Previous Month Equals Turn- 
over Rate. @ 


®™ A LITTLE REMINDER to the phy- 
sician attached to the patient’s chart 
requesting an order for discharge 
instruction can help measurably 
with administration on the units. 
Patient instruction can definitely be 
increased and its quality improved 
because the dietitian can more rea- 
sonably schedule instruction with 
her other duties. ® 
—Miss Margaret N. Hinkle, dietitian, 
Columbus Receiving Hospital, Co- 
lumbus, Ohio. 








_eft without notice 122 
Other work 99 
Unsatisfactory 
Absenteeism 
Needed at home 
eaving area 
lIness 
Dissatisfied 
Returning to school 
Pregnancy 
intoxication 
Marriage 
Temporary job 
Lack of transportation 
Entered armed services 
Lack of work 
Retired 
Deceased 
Arrested 
Theft 
Unable to do the work 
Resigned 

Total 
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misfits and who never should have 
been hired in the first place? A 
large turnover of this type of em- 
ployee is less costly than keeping 
them on the rolls. 

Are certain departments losing 
a disproportionate share of em- 
ployees? Do we need supervisory 
changes? 

Are certain types of skilled em- 
ployees constantly leaving? 

Are we maintaining a balanced 
age structure? Are we choking off 
promotion ladders or exposing our- 
selves to difficulties by having too 
many people in_ specific age 
brackets? 

It is difficult to say that any one 
optimum turnover rate is good for 
all hospitals. Each institution must 
find its own source of problem and 
set its own goal. Maximum utiliza- 
tion of available talent would prob- 
ably be the guide in most instances 
as to whether there is too much or 
too little turnover, and if the op- 
portunity for moving up in various 
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Responsibility For The 
Radiological Record 


by Sister Christina, CSJ, R.T. 
St. Mary's Hospital 
Amsterdam, New York 


COMPLETE AND SATISFAC- 

ToRY records depend on 

the collection of the ma- 

terial and its custody. All 

connected with this proj- 
ect must realize and fulfill their 
responsibility for an accurate com- 
pilation. 

Before any work can be accom- 
plished, a plan for its performance 
must be developed. For better suc- 
cess of this plan, its details should 
be set down in writing, then 
studied from different avenues of 
approach and the most essential 
way of procedure chosen. Such an 
organized plan of action should be 
at the head of every venture and 
hold true in the case of record 
keeping. 

Co-ordination on the part of the 
governing body and the personnel 
is essential in order to bring about 
an adequate and accurate main- 
tenance of the record of a patient 
in the department of radiology. 


Responsibility of The Governing 
Board 


The governing board of a hos- 
pital is responsible for the general 
management of the institution. Its 
administration is based on certain 
policies which outline and explain 
the procedures governing each de- 
partment. The rapid advance of 
radiology has increased the respon- 
sibility and the importance of the 
department of radiology in the hos- 
pital as regards patient care. Con- 
sequently, there has also been a 
proportional increase in the de- 
velopment of the secretarial sec- 
tion of this department. The gov- 
erning board is responsible for the 
maintenance of standard record 
procedures, and all that is needed 
to fulfill adequately and efficiently 
the duties of the secretarial staff. 

Currently interest is manifested 
by hospital authorities in the safe 
and permanent storage of accumu- 
late material by the process of 
microfilming. 


Responsibility of The Administrator 


The administrator is the chief 
executive responsible for the carry- 
ing out the important functions of 
the hospital. The administrator, 
however, must delegate to depart- 
mental heads the duties and ac- 
tivities specific to the adequate 
functioning of each individual de- 
partment. 

The administrator must, there- 
fore, provide trained and proper 
personnel for the managerial func- 
tions of the secretarial section of 
the department of radiology, en- 
trusting the detailed management 
of this section to the departmental 
director, the radiologist, according 
to the policies of the department 
and hospital. 

Through regular reports on sta- 
tistical data, the administrator 
should be kept informed regarding 
the service rendered patients and 
the amount of work performed. 


Responsibility of The Radiologist 


The radiologist is the director of 
the department of radiology and 
is directly responsible for all roent- 
gen and fluoroscopic examinations, 
as well as all therapeutic service 
rendered patients. The primary re- 
sponsibility for record content also 
rests with him. The findings and 
administration of such examina- 
tions or treatment are dictated by 
the radiologist and subsequently 
typed into reports which the ra- 
diologist signs. These reports are 
permanently filed in the depart- 
ment, and also distributed to the 
patient’s chart and to anyone au- 
thorized to receive such informa- 
tion. The radiologist is responsible 
for the general supervision of cor- 
rect, accurate and complete rec- 
ords. He determines the manner 
and type of classification and cross- 
indexing used and designates the 


particular code necessary for each 
associated pathology. In some sys- 
tems, the typist copies the code on 
the patient’s report for subsequent 
cross-indexing. Any question or 
difficulty arising from loan of roent- 
genograms or release of the pa- 
tient’s record is referred to the ra- 
diologist and he decides the pro- 
cedure to be followed. 


Responsibility of 
The Attending Physician 


The attending physician is re- 
sponsible for the submission of a 
requisition for a specific examina- 
tion or therapeutic consulation for 
his patient. He assumes responsibil- 
ity for an accurate requisition and 
any explanation or clinical and 
medical information which has 
bearing on the case. This informa- 
tion is necessary if the technologist 
is to obtain all the particular views 
and from which an adequate record 
is produced. Clinical information is 
also of value to the radiologist, 
since it assists him in determining 
procedures necessary to arrive at 
a correct diagnosis. All this co- 
ordinates with the matter necessary 
to bring about a complete and ac- 
curate report concerning the pa- 
tient. 

Statements requiring the neces- 
sary services recorded on _ the 
requisition or consultation slip tend 
toward a better and more accurate 
service to the patient in accordance 
with the instructions of the re- 
ferring physician. 


Responsibility of The Chief Technician 


Record keeping is not the main 
duty of the chief technician; never- 
theless, he should have the knowl- 
edge and ability to perform the 
tasks of this important charge. 

In schools of x-ray technology 
approved by the American Medical 
Association* office procedures are 
included on the suggested basic 
curriculum. Office typing is added 
to the electives. Such instructions 
should be given in every school of 
x-ray technology. Since the chief 
technician is often on the faculty of 
such schools, he is responsible for 
the teaching material that he im- 
parts to the students. 

The chief technician is responsi- 
ble to the radiologist for the cor- 


*Council on Medical Education and Hos- 
pitals of the American Medical Association. 
“Essentials of an Accredited School of X- 
Ray Technology’. Revised to December |, 
1955. p. 5. 
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rect procedures of the technical part 
of this work. 


Responsibility of The Staff Technician 


The staff technician is responsi- 
ble for the roentgenogram, the ma- 
jor source of the patient’s record. 
The radiologist depends upon a 
good, visual, and diagnostic roent- 
genogram from which he interprets 
his roentgen findings. 

Many times the staff technician 
may be faced with the responsibility 
of keeping full records on occasion, 
especially in a small hospital or in 
the absence of the secretary or 
clerk. 

The staff technician is subject to 
the radiologist and chief technician. 


Responsibility of The Secretarial Staff 


The number of personnel needed 
in the secretarial section of the de- 
partment of radiology depends 
upon its size and colume of work. 
Obviously the greater the patient 
load the greater will be the number 
of reports and records to assemble 
and maintain. 

In large hospitals there are a 
number of stenographers, typists, 
file clerks and service messengers. 
The responsibility of each will be 


briefly mentioned, keeping in mind, 


that all are under the direct juris- 
diction of the radiologist. 


Responsibility of The Medical 
Secretary 


The secretary is responsible for 
all types of procedures relating to 
secretarial practice. The chief re- 
sponsibility for the radiological 
record consists in taking dictation 
from the radiologist or transcribing 
it from a recording machine. The 
copies of reports are sent to desig- 
nated places. 

The secretary is responsible for 
requests from doctors, attorneys, 
hospitals and insurance companies 
for summaries of patient’s records. 
The information is released to these 
sources after having obtained a 
written permission from the pa- 
tient, should the authorizations not 
accompany the request for informa- 
tion. Insurance and other forms are 
completed and sent out to the in- 
surance companies or the business 
office. 


Responsibility of The Record Clerk 


The responsibility of the record 
clerk is to check the master index 
files with daily requisition and con- 


94 


sultation slips, to locate record of 
previous readmission of the patient. 
In case of readmission the old in- 
dex card is used. A new index card 
is made for initial admissions. If 
the volume of work is heavy, the 
record clerk may be assigned def- 
inite lines of procedure to follow 
and be responsible to the next high- 
er line of functional authority but 
is always subject to the radiologist. 


Responsibility of The File Clerk 


In large hospitals the duties of 
a file clerk are found necessary. The 
responsibility of this person is to 
maintain the files of the patients’ 
index and the disease index. An- 
other responsibility is to numerical- 
ly file the roentgenograms and 
therapy charts unless another sys- 
tem is used. This person may also 
assist the physicians to obtain 
necessary information and procures 
the case records upon request. 

The file clerk is subject to higher 
authority for all assignments per- 
taining to specified tasks and the 
facile handling of affairs entrusted 
in this particular line of work. 


Responsibility of The Service 
Messenger 


The service messenger may carry 
messages from one department to 
another, or from one part of the 
department to another, depending 
upon its size. If the outpatient 
clinic is adjacent to this department, 
this person may carry records or 
other desirable material needed by 
that department. 

The service messenger may also 
transport patients to and from the 
department of radiology. Messages 
concerning the patients when dis- 
charged from the department may 
be given (preferably written) to 
this person who in turn leaves 
them with the head of the Nursing 
Unit. 

If additional personnel is re- 
quired to carry on the work of the 
secretarial section to a satisfactory 
conclusion, such duties and respon- 
sibilities are entrusted to them as 


befit them by training for the serv- . 


ice required. In all the assignments 
the personnel should be responsible 
to the radiologist who is the person 
of highest authority in the depart- 
ment of radiology. « 


"Adele, Sister M.: Medical records 
through the eye of an administrator. Hospi- 
tal Progress 33: 77 (Jan.) 1952. 

*American College of Radiology: A man- 
ual of desirable standards for hospital 
radiological departments. The American 
College of Radiology, 1948, 


"American College of Radiology: A quid 
for conduct of radiologists, relationships 


with institutions. The American College of 


Radiology, 1955. 
‘American College of Surgeons: Manual 
of hospital standardization. 1946. 


‘American Medical Association: Counell | 
on medical education and hospitals, essen. 


tials of an accredited school of X-Ray 
technology. (Dec. 1) 1955. 


“Huffman, Edna K.: Manual for medical” 
record librarian. Physician's Record Com. | 


pany, 1955. 


‘Joint Commission on Accreditation of 


Hospitals: Standards for hospital accredita. 
tion. 1956. 
Lewis, Mary Elizabeth: College students 


health records, Nursing Outlook 3: 425-427 ; 


(August) 1955. 

*Loretta, Sister M.: 
plays a vital role. Hospital Progress 34: 68. 
69 (August) 1953. 


National Fire Protection Ass. Protection | 
of records No. 232. NEPA, 1955. . 


Anderson 
Continued from page 84 


is now for such data to be assem-— 
bled. Will you help? If you are in- | 


terested in participating in such a 


program of research, please write | 


to the Central Service Editor, Hos- 
PITAL MANAGEMENT, 105 W. Adams, 
Chicago 3, Illinois. 


Since the Central Service staff 
figures so importantly in this pro- | 


gram, an approach to staff educa- 
tion might be suggested by the let- 


ters of the offender itself—staph. 


S as in staff. The staff must be 
made aware of the problem; each 
member of the C. S. team must be 


dedicated to a scientific approach 


to the control of infections. 
T as in technique. The techniques 
accepted must be carefully tested 


and then an intense training pro- — 


gram must be instituted. 

A as in automation. Automation 
should be employed wherever prac- 
tical. The margin for human error 
might be great enough for a life to 
slip through! 

P as in procedures. These proce- 
dures should be practical; they 
should be simple enough for every 
member of the C. S. department to 
follow. Procedures should be re- 
vised as often as necessary to keep 
methods current and continually 
meeting the changing needs. 

H as in housekeeping. But plain 
good housekeeping is not enough 
for the Central Service of today. 
Soap and water routines must be 
replaced by scientific procedures. 
Mops and brooms and cleaning 
cloths must submit to the micro- 
scope of research; then there must 
be a readiness to accept the find- 
ings and adopt the new methods. 8 


HOSPITAL MANAGEMENT 


The administrator 


No 








PYRE X 


Hospital Jars 
lim © Ye od 4 | OF 


Made exclusively for us 


by CORNING GLASS WORKS 


Applicator Jars, Hospital Jars, Tongue Blade Jars and Sundry Jars are now available 
in the world’s most famous glass... PYREX®. .. at surprisingly low prices. 


All are sparkling clear, uniform in wall thickness and free from mold marks. 


Pyrex® withstands abrupt temperature changes and sterilization up to 520°C without 
discoloration or devitrification. Physical shock resistant and chemically neutral. 


Round inside bottoms simplify cleaning. All rims are beaded. Overlapping stainless 
steel covers. 

Ask your supply house for complete details or write today for completely illustrated 
CATALOG MP-8. 


PYREX is a registered Trade Mark of Corning Glass Works. 


MERCER GLASS WORKS, INC. 


725 BROADWAY, NEW YORK 3, N.Y. 





Continued from page 83 





Pc séBID 


TID 





ID 





File card according to the hour the medication is to be given. 





DRUG 


Number Amount 


1. Adrenalin 20 
A Aminophyllin 10 
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To locate a drug, alphabetize the 
list and assign a number. 
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4. Ampules of specific drugs 
should be stored in the numbered 
compartments that are assigned to 
the drug in the key list. Labels on 
the compartmentalized container 
should be staggered in arrangement 
so that all the numbers may be seen 
at a glance. 

5. The procedure for finding a 
specific ampule or vial would then 
entail finding the drug name on the 
key list, then locating the corres- 
ponding number in the compart- 
mentalized container. 

This system may be used in the 
storage of narcotics, 1 to 2cc am- 
pules as well as antibiotics, serums 
and vaccines. 


Inform Nursing Staff 


In addition to providing adequate 
physical facilities, standardizing, 
centralizing and systematizing the 
arrangement of materials and equip- 








Store drugs in numbered compart- 
ments that are assigned to drug on 
alphabetized list. 


In the storage of 1 to 2cc. ampules 
and larger vials, it seems advisable: 

1. To establish a key list of am- 
pules or vials to be kept on hand at 
all times. This may be composed by 
the head nurse, and chief pharma- 
cist with the assistance of the medi- 
cal officer in charge of the unit and 
posted in the area of storage. 

2. To alphabetize this key list and 
assign a number to each drug name 
in order to facilitate the location of 
a specific drug. The supply standard 
decided upon may also be noted 
here. 

3. To adopt a compartmentalized 
container (cardboard, wood or met- 
al, which has the same number as- 
signed to the compartment in which 
the ampule is stored and the key 
list. The amount to be kept on hand 
may also be noted on this sheet. 











Store medicine cards on hooks on a 
wall. 


ment, there are several other highly 
desirable objectives such as provid- 
ing reference material, a bulletin 
board and some practical type of a 
receptacle for the storage of medi- 
cine cards when they are not in use. 

A few years ago the list of drugs 
being given was a very short one 
compared to today’s list. Today’s 
program has placed a tremendous 
responsibility upon the nurse. In the 
education of nurses, emphasis is 
placed upon knowing the average 


dose of a drug, the expected effects 
and the contraindications or reac- | 
tions of drugs. Far too frequently, — 
however, there are orders for medi-_ 
cines about which nurses do not 
have this pertinent information, | 
Therefore, it would seem essential © 
in encouraging the intelligent ad- 
ministration of medications, to sup- — 
ply a textbook of pharmacology for ~ 
every medicine closet as well as a- 
file for specific information on new | 
drugs which have not been recorded ~ 
in texts. When there is a pharmacist — 
on duty it always is good to call him — 
for any information regarding drugs. — 
Hospital pharmacies keep excellent ~ 
records on pharmaceuticals and it is 
one of the important duties of the 
hospital pharmacist to keep the 
nursing staff informed about all 
drugs. The need for a hospital for- 
mulary also becomes increasingly 
greater as the number of drugs 
multiplies and as established drugs 
and combinations continue to be 
marketed under a large variety of 
names. 

Supplying a bulletin board for 
each medicine closet allows cen- 
tralization of material for quick 
reference such as the following: 

1. A copy of approved abbrevi- 
ations. 

2. A copy of instructions for the 
use of colored medicine cards. 

3. A copy of approximate equiva- 
lents in drug measurements. 

4. Literature on “new drugs” 
which may later be filed. 

Neat and orderly storage of medi- 
cine cards that are not in use may 
be affected through supplying some 
such receptacle as the following: 

A rectangular box (16 by 2% by 
2% inches) with several partitions 
to allow grouping of cards according 
to the hour the medication is to be 
given or a wooden board with hooks 
that may be hung on a wall. 

These suggestions are some of the 
things that may facilitate the stor- 
age and administration of drugs, 
solutions and equipment in a nurs- 
ing unit. a 
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gloves from sticking together while being processed 


No Weighing 


Just drop the EZON ‘Wash-Pak’ into 
the final rinse cycle and you’re ready 
to go. No time-consuming weighing 
or measuring necessary. Each ‘Wash- 
Pak’ contains the exact amount of 
powder needed to condition 5 gallons 
of rinse water. 


No Dusty Waste 


Each EZON ‘Wash-Pak’ provides 
4 ounces of micropulverized modified 
starch powder lubricant in a poly- 
vinyl alcohol film pack. Dissolving 
rapidly in water, ‘Wash-Paks’ elimi- 
nate powder wastage, inaccurate 
measuring and starch dust in the air. 


"WASH-PAK"s time-saving advantages. 


No Tedious Claantie 


Put the lid back on the EZON ‘Wash- 
Pak’ can and you’re all through. 
Each can contains 12 four ounce 
EZON ‘Wash-Paks’... 12 cans toa 
case. Ask your purchasing agent to 
order a case today. Make your job 


simpler and cleaner. SR-812 


EZON is the trademark of the Seamless RubLet Company for its brand of micropulverized absorbable modified starch powder lubricant. ‘WASH-PAK’ is a trademark of the Seamless Rubber Company. 
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PREVENT CROSS-INFECTION! 
Sterilize with WAREXIN 


Can safely be used for: 


1. All instruments made of stainless steel or other 
widely used corrosion-resistant alloys—even fine stainless 
hypodermic needles. 
Articles made of rubber, plastic, non-porous fibers, 
glass, porcelain, enamel. 
Complex equipment such as anaesthesia apparatus, heart-lung 
machines, artificial kidneys, etc. 


Containers such as colostomy bags, urinals, air filters. 


Special surfaces: hospital and laboratory walls, floors, tables. 


MIX WITH ORDINARY TAP WATER 





) RUBBER COMPANY 


PROVIDENCE 2, R. I. 


Lattimer, John K., and Spirito, A. L.: Clorpactin for Tuberculosis cystitis: Instrument sterilization, Journ. of Urology, Vol. 
73, No. 6, June, 1955. © Wolinsky, E., Smith, M. M. and Steenken, Wm. Jr., Tuberculocidal Activity of Clorpactin. A New 
Chlorine Compound, Antibiotic Medicine, 1:382-384, July, 1955. © Sanders, Murray and Soret, M. G.: Virucidal activity of 
WCS-90, Antibiotics and Chemotherapy, Val. V, No. 11, Nov. 1955. ¢ Gliedman, M. L., Lt. (MC) USNR, Grant, R. N. Capt. 
(MC) USN, Vestal, B.t., B.S., and Karlson, K. E., M.D.; impromptu Bowel Cleansing and Sterilization, Surgery, 43:282-287. 
* From The Textbook, Extracorporeal Circulation, Edited by Dr. J. Garrott Allen, Page 87; Charles C. Thomas, Publisher. 
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The two general approaches, rating performance on the job and trait 
rating, may be used by the hospital administrator to arrive at an appraisal 
scheme which is discriminating enough for making decisions about the em- 
ployment relationship. The use to be made of the appraisal will indicate 
what should be included in the rating scheme. If it is intended to let em- 
ployees know how they are doing, for wage administration or for suggesting 
how employees can improve their performance, the rating technique will be 
oriented to the employee’s present job. If promotion decisions are involved, 
trait rating should be included in the appraisal. 

A rating scheme, carefully prepared, will improve personnel relations 
because employees will recognize the administrator is conscientious and be- 
cause the scheme is evidence of the administrator’s desire to exclude arbi- 
trary elements from the rating. It, also, can minimize complaints about fa- 
voritism on the part of the administrator. Sound appraisals will help em- 
ployees know if they are playing acceptable roles in the performance of 


their work. 


The Measure of Man 


How Do You ‘‘Rate’’ Employees? 


by T. S. Isaack 
College of Commerce 
West Virginia University 
Morgantown, West Virginia 


™ THERE SEEMS TO BE an urge in- 
grained in human fiber to want to 
know what others think of us. We 
look for reflections of our images in 
other people who serve as mirrors. 
Authors of books on etiquette and 
fashion publications do not have to 
frequent bread lines because they 
find a ready market in satisfying 
our desires to learn how to play 
acceptable roles in society. We act 
out different parts before various 
audiences in our daily lives in don- 
ning the cloaks of characters which 
we think these audiences expect us 
to assume. John Smith’s docile mask 
during working hours is exchanged 
for the scepter of a tyrant when he 
enters his home. Many cartoons 
playing on the theme of the busi- 
ness Caesar turning into easily 
molded putty before his Cleopatra 
have been good for a belly laugh. 
We even identify the maladjusted 


person through his inability to ap- — 


prehend how to act out the social 
roles expected of him. Like all 
good actors, we expect the “critics” 
in our lives to let us know what 
they think of our performances. 


The Role of Critic 


A hankering on the part of hos- 
pital employees to know how they 
are doing thrusts the hospital ad- 
ministrator into the role of a critic 


whether he prefers this or not. Un- 
consciously, the administrator com- 
municates his appraisal through 
various gestures like shaking his 
head or smiling. Such comments as, 
“Nice job, Joe,” or “Ray, this isn’t 
so good,” contain the elements of 
an appraisal. Invariably the recip- 
ient’s interpretation of such ges- 
tures and comments hovers around 
the extremes of elation or despair 
even though this is not intended, 
He may anticipate some immediate 
reward, only to have his enthusiasm 
wane quickly when it does not ap- 
pear. Or if he becomes apprehen- 
sive, the employee’s morale may 
drop from fear of discipline. The ad- 
ministrator, usually, is ignorant of 
having created such reactions when 
it was not his intention, and he 
wonders about the reasons for 
changes in the employee’s attitude. 

Eventually, the administrator 
realizes that he needs something 
more than general impressions of 
employees in making decisions 
about them. These decisions deal 
with such subjects as promotions, 
transfers, training, and wages. Gen- 
eral impressions about employees 
are not clear, concrete nor dis- 
criminating enough for making 
these decisions. General impres- 
sions, also, may be influenced too 
much by recent events as the past 
fades away like the Cheshire cat. 
There is the danger that general 
impressions are molded by criteria 
that are not pertinent in the em- 
ployment relationship. Perhaps Joe 
is a “good guy” because he belongs 
to the same lodge or has similar 
political beliefs as his appraiser. 

Here, then, we have the condi- 
tions for the birth of a formal 
scheme to appraise employees—em- 
ployees want to know if their be- 
havior is proper and the superior 
needs a sounder base for making 
decisions about employees. The 
problem is one of devising a rating 
system which will help the admin- 
istrator measure hospital employees 
objectively. 


What Will Be Appraised 


To paraphrase an ancient maxim, 
“No merit rating scheme can serve 
two major purposes.” We find it 
necessary to develop the scheme 
for a primary purpose and others 
become secondary. For example, a 
rating system designed to identify 
promotable employees might dis- 
criminate against a steady employee 
who is capable on his present job, 
only if the system is used to make 
decisions about wage increases, also. 
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The rater is influenced by criteria 
which should indicate potential abil- 
ity for another job instead of dis- 
closing quality of performance on 
the present job. Putting the criteria 
for both purposes in the same rating 
system will not eliminate this in- 
fluence. 

Merit rating schemes require a 
framework of reference or a yard- 
stick to measure employees. By 
comparing a group of employees to 
a common yardstick, we can draw 
some conclusions about comparisons 
between employees. This is similar 
to using the foot rule to measure 
the dimensions of a table top and 
the dimensions of a wall. Then we 
can state size relationships between 
the table top and the wall from the 
measurements collected. 

A yardstick for measuring people 
has to be adapted to what can be 
measured. A foot rule can measure 
the dimensions of space which an 
object occupies, but it cannot 
measure a color. Unfortunately, the 
elements of human material are not 
as easy to identify as the elements 
of matter. Consequently, we attempt 
to use indirect frameworks of ref- 
erence to appraise human char- 
acteristics. 


A major set of reference points is ~ 


found in the employee’s behavior or 
job performance. Here we can have 
concrete indicators such as his pro- 
ductivity record, absence record, 
kinds of disciplinary action to which 
he was subjected, and his safety 
record. Indicators like these can 
help us determine the employee’s 
interest in his job, his willingness to 
accept management guidance, and 
his ability to handle the duties as- 
signed to him. 

Personality and character traits 
enjoy some prominence in the rat- 
ing process. Such traits as “vision,” 
“drive,” “cooperation,” “emotional 
stability,” and “dependability” are 
common in the vocabulary of ap- 
praisers. However, we are drawn 
up short when we try to be con- 
crete in trait measurement. First, 
we find that it is difficult to iden- 
tify a trait or isolate it from the 
bundle that makes up human per- 
sonality. In addition the terms used 
in describing traits have no gen- 
erally accepted meanings. A sur- 
vey by Fortune uncovered 147 dif- 
ferent meanings for “dependabil- 
ity.” Furthermore, it is difficult to 
obtain a concrete measureing stick 
to judge degrees of traits. 

One need only examine various 


"Stryker, Perrin: On the meaning of ex- 
ro qualities. Fortune, June 1958, p. 
16, 
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lists of traits used to indicate de- 
sirable candidates for various offices 
in order to appreciate how elusive 
trait rating is. Such lists have many 
traits in common so that the same 
characteristics are essential to be- 
come President of the United States, 
President of General Motors Corpo- 
ration, Mother of the Year, or a 
member of Dogwatchers Society of 
America. 

In spite of these difficulties, the 
hospital administrator might be at- 
tracted to using traits in an ap- 
praisal scheme because the em- 


ployee’s job may not have. concrete 
benchmarks for reference points. 
How does one measure the pleasant 
smile of a receptionist or the pa- 
tience of an over-worked orderly? 
Still, such traits seem to require 
attention in making complete ap- 
praisals of employees. Even though 
trait rating does not lend itself to 
numerical treatment it is possible 
to apply such descriptive terms as 
fair, good and excellent to the de- 
gree of the trait in question. These 
can be satisfactory in meeting the 
needs of our rating system. 8 
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= Not TOO MANY YEARS AGO in hos- 
pitals if any thought were given to 
decorating in the planning of the 
furnishings, some sacrifice had to be 
made in the way of operating effi- 
ciency. Today, however, efficiency 
can be decorated into the hospital. 
This is possible because of the 
many new materials and methods, 
the result of the technological prog- 
ress of our age. 

Decorating is nothing new. Our 
civilization has seen styles and 
fashions change almost daily. Many 
modern styles are created in order 
to startle people and to sell. Some- 
times new styles evolve because 
of technology—new materials or 
new methods of manufacture. 

One of the most widely used ma- 
terials in the decorative field is 
plastics. Plastics have been known 
for many years and have been ac- 
cepted as good but, perhaps, with 
too little thought paid to what they 
can do for us. With them we can 
create beautiful decorative effects 
that before were either unknown 
or entirely too impractical for con- 
sideration. With them, we know 
that what we do today will remain 
beautiful through many years of 
hard use. Today’s decorative trend 
is a return to romanticism and ele- 
gance. Without many of today’s 
plastics these styles would be in- 
conceivable in the hospital. With 
them, there is almost no limit. 


Plastic Laminates 


One of the first widely used plas- 
tics is a plastic laminate protective 
surface. This material is made of 
several layers of kraft paper on 
which is laid a picture of linen or 
wood of a color or an abstract de- 
sign. All of this is then impreg- 
nated with a clear plastic, coated 
with more of it, and then com- 
pressed. It comes out Formica, Tex- 
tolite, Parkwood, Micarta or any 
one of many trade names for the 
same thing. 

When plastic laminates were first 
developed, they were applied to ta- 
ble tops and were almost in a lin- 
en or mother-of-pearl pattern. 
They were used mostly in restau- 
rants and occasionally on other in- 
stitutional furniture. Where dignity 
and appearance were an important 
factor, laminates were not used, 
because people did not like the un- 
sophisticated look of these artificial 
linen or pear] table tops. 





Mr. Blake is a staff consultant in equip- 
ment and decorating for the American 
Hospital Supply Corporation. He is an as- 
sociate of the American Institute of Dec- 
orators. 
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shopping around 


with Orpha Mohr 


Plastics, Plus Imagination 


A New World of Beauty and Easy Maintenance Comes to the Hospital 


by Joseph H. Blake 


Before too long, however, the 
manufacturers began to produce a 
wood-grain plastic with some pat- 
terns looking more like wood than 
wood itself. It became not only ac- 
ceptable in institutions and homes, 
it became almost universal in ta- 
ble tops and counter tops every- 
where. We could then have tables 
that looked like wood but never 
needed refinishing. They were eas- 
ily cleaned and almost people- 
proof. In addition plastic laminates 
found their way into important 
uses in window sills, wall panels, 
other furniture and flat surfaces 
where protection was desired. 

In fact, with such care-free fin- 
ish, hospitals began asking to have 
surfaces of nearly all their furni- 
ture covered with these plastics. 
Today you can buy a bedside cabi- 
net or dresser that is plastic every- 
where you can see . . the top, the 
sides, the drawer and door fronts 
and even the edges of all of these 
parts. Some alert manufacturers 
even cover the back of their cabi- 
nets and dressers with plastic. (Did 
you ever stop to think how often 
you walk into a patient’s room and 
the first thing you see is the back 
of his bedside cabinet. Most manu- 
facturers think of the bedside cabi- 
net as a piece of furniture that is 
placed next to the wall beside the 
patient. Very few patients agree 
with the manufacturer. They want 
it facing them where it is most con- 
venient.) 

In the past, steel furniture with 
plastic tops actually had to have 
wood tops with plastic applied over 


the wood. Today, however, it is 
possible to put plastic laminates di- 
rectly on steel, so that not only the 
tops can be protected but the fronts 
as well. Even the head and foot 
boards of a metal hospital bed can 
be protected in this manner. Metal 
office furniture, too, is available 
with plastic tops. 

Plastic laminates on furniture in- 
sure ease of cleaning and a sur- 
face that is not porous in the least 
and therefore will not shelter bac- 
teria. These pieces can be cleaned 
with as strong a disinfectant as is 
needed without harming the finish. 
The hospital, therefore, can do a 
much better job in taking care of 
the patient and protecting him 
from the dangers of cross-infec- 
tion. 


Fiberesin 


Plastic laminates has drawbacks. 
They are brittle and with impact 
can be broken. They are usually 
applied to heavy plywood which 
can swell and warp, although proc- 
esses of most reputable manufac- 
turers reduce this hazard. Because 


of these disadvantages, fiberesin 


was developed. The manufacturer 
mixes granulated wood, usually re- 
ferred to as sawdust or wood chips, 
with plastic. Over this they apply a 
picture, often using the same ones 
that are used in making plastic 
laminates. This is then compressed 
under about one million pounds of 
pressure. The result is a material 
which is plastic through and 
through and does not need to be 
applied to anything else to give it 
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strength and stability. Besides hav- 
ing the advantages of a plastic lam- 
inate surface, it is highly resist- 
ant to impact. You can kick it, hit 
it with a hammer, step on it and 
do it very little damage, if any. 

Furniture made with fiberesin, as 
well as some of the furniture made 
with plastic laminate, is built like 
a skyscraper. A steel frame is made. 
To it are hung the fiberesin panels 
that form the sides and top and 
back of the cabinet. To the drawer 
interiors of steel is fastened a 
drawer front of fiberesin. If, for any 
reason, any of the fiberesin panels 
become damaged, they can be re- 
placed easily by unscrewing them 
and putting others in their place — 
at a cost far less than that of re- 
finishing wood. 

Furniture of fiberesin had its 
earliest impact in psychiatric insti- 
tutions, where furniture is grossly 
abused. With the strength of steel 
on the inside, plastic protection on 
the outside, and a wide range of 
finishes, this seems to be the very 
epitome of excellence for any hos- 
pital. 

The days of trying to decide 
whether to buy wood or metal fur- 
niture are virtually over. Much 


wood furniture is made of the sky- ~ 


scraper construction as is plastic 
furniture. The only difference is 
that wood panels instead of plas- 
tic panels are hung onto the steel 
frame. One manufacturer offers its 
line with a choice of plastic, steel 
or wood panels, or even a combi- 
nation. 

For the sake of economy and 
competitive pricing, much wood 
furniture is made of birch or ma- 
ple, excellent and durable woods, 
but species that generally do not 
produce as attractive panels as fin- 
er cabinet woods. With plastics, 
any wood effect can be achieved 
since it costs no more to photo- 
graph walnut, mahogany or teak 
than it does to photograph birch. or 
maple. 


Upholstery Improved 


Furniture upholstery is another 
field where piastics have become 
universally accepted. Many years 
ago we knew leatherette, a me- 
dium weight fabric with a thin 
coating over it. Its washability gave 
it one advantage over fabrics, but 
after a small amount of use, it 
would crack and flake and gener- 
ally was not too satisfactory. Then 
plastic manufacturers found they 
could roll their material into thin 
sheets that were pliable and could 
easily be worked with. These did 


'ANUARY, 1960 

















New York knows | 
IT CAN HAPPEN 
ANYWHERE! 


KOHLER 
ELECTRIC PLANTS 





Major surgery in Mt. Sinai Hospital, 
New York, being performed with 
illumination from windows and one 
emergency light. 


Reliable safeguard for 
power blackouts 


The 13-hour power failure in New York’s Manhattan 
last summer caused hazards, inconvenience and dis- 
comfort in hospitals without stand- by power. Surgery 
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not crack or flake, but were sub- 
ject to tearing and could not be re- 
paired effectively. Therefore, a fab- 
ric backing was put onto the plas- 
tic so it had the strength of fabric 
and the easy maintenance of plas- 
tic. 

Besides improving the vinyl com- 
pound itself, further development 
of plastic upholstery materials went 
in two directions. First, backing of 
a knitted elastic fabric came into 
use. This meant that a better job 
of upholstering could be done since 
the plastic then had a certain 
amount of stretch. The second re- 
finement was embossing the plastic 
surface to give it texture. This, 
then, meant that plastics could imi- 
tate either fine fabrics or leather. 
Today hospital upholstery is al- 
most universally plastic. 


Better Flooring 


Plastics have a great many uses 
other than for furniture, and they 
are uses that are equally as impor- 
tant. For years we have had floors 
of homogenous vinyl and of vinyl 
mixed with asbestos. Both make 
long-wearing floors and require 
minimum maintenance. The colors 
are true and clear. 

Just recently came the advent of 
a heavy vinyl with a backing. In- 
stead of being available only in 
tiles, it comes in rolls. This means 
far fewer seams and fewer places 
for bacteria to hide. 


Wall-Suited Materials 


The plastic upholstery materials 
are also used for heavy duty wall 
covering. By using standard up- 
holstery width and running it 
lengthwise down the walls of corri- 
dors, a 54-inch wainscoting is cre- 
ated high enough to meet the re- 
quirements of heavy wear. It can 
also be hung vertically as a full 
height wall covering, thereby elimi- 
nating forever the need for paint- 
ing. 

These wall-suited materials run 
in various weights or thicknesses, 
the heaviest duty one usually be- 
ing used where there is consider- 
able traffic and abuse. There are 
many lightweight and economical 
wall coverings that can be used in 
areas where there is just a problem 
of light soiling. These provide a 
washable surface that is more dura- 
ble than paint. A secondary econ- 
omy is inherent, too. By eliminat- 
ing the need for painting, the “down 
time” of rooms being painted is a 
thing of the past. 

Plastic laminates are now be- 
ginning to be used as wall cover- 
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ings. In a wood-grain pattern, they 
substitute for wood paneling, with- 
out the maintenance drawbacks of 
wood. In solid colors, they are ex- 
cellent wall coverings for operat- 
ing and delivery rooms. They do 
not shelter bacteria as mortar 
joints of tile can. Almost any of the 
wainscotings are also suitable for 
the walls of operating rooms and 
other areas where tile is found, ex- 
cept, of course, in shower rooms 
and areas of very high humidity. 

Vinyl flooring in sheet form is 
being used now as a protective 
wall surface. It is far more resist- 
ant to impact than either pliable 
plastics or brittle plastic laminate. 
Like other plastics, it requires on- 
ly washing. 


Plastic Fabrics 


Plastics have entered the fabric 
field, too. Nylon makes an excellent 
upholstery fabric where something 
a bit more luxurious and comfort- 
able than nonwoven plastic up- 
holstery is wanted. Saran is being 
used a great deal for upholstery 
and even for draperies. As a dra- 
pery fabric, it resists soiling, is sta- 
ble and will not shrink, can be 
laundered easily and requires no 
ironing. The future will almost cer- 
tainly see great developments of 
this new medium of decorating. 

The widespread availability of 
plastics has opened broad new hori- 
zons for hospital decorating. We 
can have truly good decorating 
since we now have met all of the 
functional requirements necessary 
to keep our hospitals clean and 
durable and at the same time at- 
tractive. One manufacturer of plas- 
tic laminates has available 25 solid 
colors, eight mottled colors, seven 
solid colors with a gold fleck, 24 
wood-grain colors, three linen col- 
ors, five marble colors, and an ab- 
stract pattern in eight color ways. 
In fiberesin, there is almost as 
broad a range of pattern and color. 














“Someone here to see you.” 


Plastic wall coverings present | 
even more possibilities. Besides the © 
standard smooth pastels in limitless 
color ranges, there are embossed | 
patterns which closely imitate some | 
of the most luxurious, expensive | 
and delicate wall coverings. There 
are beautiful imitations of im- — 
ported grass cloth, of silk and of 
other fabrics. Many are color on — 
color so that in addition to having © 
interesting textures, there are sub- | 
tle shadings of color which were — 
impossible a few years ago. 

Flooring materials have come just 
as far as wall coverings. We are — 
familiar with the standard marble- 
ized patterns, and most of us know 
the terrazzo imitations. On the 
market today are pure vinyls which 
are imitations of marble and are 
often more beautiful than marble 
itself since they have translucency 
not found in marble. It can be used 
on walls as well as on floors, and 
almost anyone who sees it will 
think it is marble. Also available 
are beautiful floorings with metal- 
lic chips in them. 


Bacteria-resistant 


Recently it was found that an 
agent can be added to some plas- 
tics during manufacture to make 
the products bacteria-resistant. 
Now a great variety of products 
contain this agent. One of the first 
was a mattress. The mattress tick- 
ing was impregnated with plastic 
and all tufting done on the inside, 
making the complete mattress wa- 
terproof and bacteriostatic. Plastic 
and “rubber” sheeting and pillow 
protectors, garbage cans, waste- 
baskets, urinals and a great array 
of other products have enabled the 
hospital to wage a better battle 
against bacteria. 

Just over the horizon is an agent 
which will make plastics and other 
materials bacteriocidal. 

Today, the future of plastics for 
hospitals is limitless. We haven't 
touched here on their widespread 
use in hospital supply items. A 
great number of things hospital 
people take for granted are plas- 
tic today . . . disposable syringes, 
tubing, connectors, stopcocks, bags 
of almost every size and shape for 
almost every use, utensils for pa- 
tient bedside use, dishes and a hun- 
dred other categories of products. — 
The only limit of ever-better and © 
ever-expanded use of plastics is — 
the imagination of the people who — 
work daily to make our hospitals — 
better havens for the sick and bet-~- 
ter sentinels on the health frontier 
for the well. * 
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Holiday Greetings To All 


Your Officers and committees have a number of projects underway. The 
Research Committee under Chairman Ed Olson has been doing some fine work 
and members have been responding almost 100 percent by completing the ques- 
tionnaires. Our membership growth under Chairman Taylor's guidance con- 
tinues to show consistent gains. Past President Heeb has accepted the 
chairmanship of the Educational Committee. Unfortunately Harvey Bennett's 
commitments would not allow him to devote the time necessary to carry out 
the functions of this complex program. Chairman Heeb will welcome sugges- 
tions, as to how his committee may best serve you. Our Public Relations 
Committee with Rod Clelland's leadership is showing excellent results. 
Programs and Institutes headed by Andy Miller is working toward more and 
better purchasing meetings in each district. The success of each committee 
depends on the interest and participation of our collective membership. 
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Many of our members have expressed a desire to have an NAHPA emblem -- 
with a safety catch clasp for dresses and a screw type shaft for the lapel. 
Accordingly, we have had art work drawn up in three styles and almost 
everyone who has seen them has selected the style shown on this page --= 
octagonal in shape. We will soon be putting out a mailing to all member 
to ascertain if there is sufficient demand to allow us to proceed with the 
minimum run required to get a reasonable price. Watch for the mailing and 
get your response back as quickly as possible. 











Ed Grapp, President 
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Inventory Control 


by Herman H. Ippolite 


Purchasing Agent 
Sewickley Valley Hospital 
Sewickley, Pennsylvania 


Part I 


T his outline should cover all 
points necessary for good in- 
ventory control in any hospital. Of 
course each hospital will have its 
own problems and the control would 
have to be adapted to the problems 
presented. This would have to be 
accomplished by the purchasing 
agent with administrative approval 
and in conjunction with the store- 
room manager and other key per- 
sonnel concerned with control. 

This is based on the assumption 
that centralized purchasing would 
be in force before central stores and 
inventory control would be at- 
tempted. It would be impossible to 
install accurate inventory controls 
without centralized purchasing, for 
the beginning of accurate controls 
rests with the purchasing depart- 
ment. 

First in the planning of inventory 
control decide what items to keep 
on control. There are general rules 
to cover most problems and the fol- 
lowing would give a general idea of 
items that can be selected or re- 
jected. 

1. Supplies that are used con- 
stantly by two or more departments, 
items used by only one department 
but are hard to procure or are made 
up special for the department. 

2. To attempt to set up accurate 
monthly operating statements means 
that many departments such as x- 
ray, E.C.G., dietary supply items, 
and so forth, should be on control. 
Dietary can be kept in central stores 
but as a rule the items take so much 
room, it is impractical. Dietary can 
be handled in a separate storeroom 
with a control or a monthly in- 
ventory which is very effective and 
accurate if executed properly. 

3. Bulk items of pharmacy can be 
kept in central stores, especially if 
pharmacy area is limited. Solutions 
are a good item pertaining to the 
question, easily handled in stores 
but a definite hardship in a small 
pharmacy storage area. Drugs 
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should be set up under a Formulary. 
This does not fall under the pur- 
chasing agent. If the hospital has a 
registered pharmacist, the buying 
should be done by pharmacy. If no 
registered pharmacist is on the staff, 
the purchasing agent should be re- 
sponsible for drug purchases. 

4, Items to be kept under refrig- 
eration, reagents, controls, and per- 
ishables, do not lend themselves to 
inventory control, but some system 
of check must be formulated and 
used for loss thru improper han- 
dling of these items can be con- 
siderable. 

There are many advantages to be 
reaped by keeping as many items on 
control in central stores as is feasi- 
ble. 

1. Reduces loss thru carelessness 
or dishonesty. 

2. Facilitates purchasing by giv- 
ing the purchasing agent a clear pic- 
ture of purchases over any given 
period, accurate minimums and 
maximums can be set and duplica- 
tion and overstocking of items can 
be avoided. 

3. Changes in departmental usage 
are quickly noted and measures 
taken to ascertain reasons for 
change. 

4. Keeps stock from becoming ob- 
solete as the control is a constant 
reminder when stocks fail to move. 

5. Inventory control will help 
produce accurate monthly operating 
statements by showing departmental 
monthly usage of supplies, as against 
the old system of supply charges 
coming from purchases. It would be 
very difficult to show a true month- 
ly statement under departmental 
buying and storage. Monthly state- 
ments when used in conjunction 
with central stores give an accurate 
comparison of operating expenses 
from month to month. This informa- 
tion would be of great aid to the 
business manager and administrator 
in budget making and holding de- 
partmental expenses within the 
budget limits. Any unusual changes 
in expenses would be noted at the 
end of each month as the central 
stores report was compiled. 

6. Comparisons on the usage and 
costs of items are easily and ac- 
curately made for any given period. 

A standardization program should 
be carried out in any hospital 


where inventory control is to be at- 
tempted. This is not essential, but 
in standardization, by means of 
elimination, consolidation and sub- 
stitution, items to be handled, and 
costs can be reduced materially. The 
control has to be watched carefully 
for time will often show the neces- 
sity of adding items or deleting 
items of slow moving nature. Sta- 
tistics show that the cost to handle 
and store a very low turnover item 
would be about 10 percent of its 
acquisition cost. 

A standardization committee 
should consist of: 

1. The purchasing agent as chair- 
man. 

2. A member of administration, 
preferably the assistant administra- 
tor. 

3. The department head of the 
department concerned in the group 
of items to be standardized. 

4, Supervisors and other key per- 
sonnel of the department concerned, 
enough of each to give a good cov- 
erage of the department as to usage 
and disposition of items in question. 

5. If more than one department 
is concerned with the items up for 
review, then all departments in- 
volved should be represented. 

The objectives of the standardiza- 
tion committee are threefold: 

1. To set the standards. 

2. To see that all persons con- 
cerned with use of the standardized 
items are fully informed as to rea- 
sons for standardization, and that 
they fully understand the proper 
use of item. 

3. That the set standards are such 
that they will pass administrative 
approval. 

The standardizing of items can 
be carried on in two ways: 

1. Specifications can be written 
for each item to be used after a 
program of consolidation, elimina- 
tion, usage review, and so forth has 
been carried out. 

2. Trial method, two or three 
brands of the item to be used can 
be put in use with controls and by 
the process of elimination the item 
to be carried will average. 

The standardization committee 
would have to decide the method to 
use. Many times a judicious use of 
the combination of the methods will 
solve many problems and lead to 
a very effective standardization pro- 
gram. 

The next step in inventory con- 
trol is a central storeroom. This 
room should be adequate in size, 
centrally located, and properly ar- 
ranged. If possible, purchasing of- 
fice should be adjacent to central 
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stores, and an outside, accessible, 
loading dock should be as close as 
possible to the doors of central 
stores. 

If the hospital is large enough, the 
central stores should be under the 
control of a storeroom manager su- 
pervised by the purchasing agent. 
In a small hospital the purchasing 
agent may have to double as store- 
room manager, receiving clerk, and 
so forth. Each hospital should eval- 
uate this problem and act accord- 
ingly. The ideal setup would be a 
storeroom manager to receive and 
set up orders, and a person to de- 
liver and keep storeroom orderly 
and clean. As the institution ex- 
pands additional stock clerks could 
be added. 

A catalogued storeroom is the 
ultimate answer to perfect control 
and is a must if possible. One of the 
greatest difficulties in storeroom 
issuance is the fact that an item 
can be called by a half dozen dif- 
ferent names, as the average hos- 
pital storeroom can have from 1,000 
to 3,000 items. 

A catalogue ties number and 
nomenclature together and when a 
department head has a catalogue to 
work from there is no margin of 
error. The clerk fills orders from 
numbered, named bins, put in the 
same order as the catalogue. The 
inventory clerk works with posting 
cards in catalogue order. Issuance 
and posting are speeded up, and the 
efficiency of both should reach a 
high level. 

A catalogue need not be expen- 
sive. Mimeographed catalogues are 
practical and inexpensive to set up 
and correct. The number sequence 
of a catalogue should run so items 
can be deleted or added. For in- 
stance, by using number series 005- 
010-015—items can be eliminated 
and new ones added without break- 
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“It’s just on my own hook — to in- 
crease my sales during the contest.” 
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ing the sequence and only one page 
must be made up for a new stencil. 
Thus a number deleted would be 
dropped. New items would fit in 
between as 006-007-008; to utilize 
a catalogue to its highest degree of 
efficiency, numbers only should be 
used. It will cut writing time in 
half. The theory is good but with 
name and number there is less 
chance of error. 

Some sort of inventory control 
equipment is needed. This may be 
located in the storeroom but, for 
complete control, equipment should 
be in business office. The visible 
card system is probably the most 
adaptable to the average storeroom, 
and if properly posted will give an 
accurate unit and price control. 

The visible card system uses a 
cover card and a posting card for 
each item. The cover card should 
show: supplier; unit price; pur- 
chase order number; date ordered 
and date received; should indicate 
in some way when item is on order; 
catalogue number; and section to 
accumulate monthly totals. 

The Posting Card should show: 
receipt of item (date and quan- 
tity); disbursement of item (date 
and quantity); department con- 
cerned; running total; minimum 
and maximum; and catalogue num- 
ber. 

Among the many advantages of 
inventory control and probably one 
of the most important is a properly 
and accurately kept item perpetual 
inventory which can be changed in- 
to dollar and cents inventory in a 
matter of hours, and sections of it 
into minutes. 

It was stated earlier that cen- 
tralized purchasing was almost a 
must to a effective control for the 
item charges to the perpetual con- 
trol would originate from the re- 
ceiving slip of the purchase order. 

The purchase order form rec- 
ommended is a four-part snap out 
carbon form, pre-numbered, and 
showing columns for quantity or- 
dered, quantity received, name of 
item, unit price, and total price. At 
first appearance this might seem 
expensive, but if bought in proper 
quantities, and labor saved is taken 
into consideration, the form will 
more than pay for itself. A pre- 
numbered purchase order form 
solves the problem of invoice check 
out. Numbers never lie, and if the 
suppliers of a hospital are impressed 
with the fact that all purchase order 
numbers must appear on the invoice 
concerned, a lot of headaches will 
be eliminated for the inventory 
control clerk and accounts payable 
bookkeeper. 





“A Mr. Gauze of the Better Band- 
age Company to see you.” 


The four-part form can be ex- 
tended to five parts if a copy is to 
be given to the department. Opin- 
ion is, that the four-part form is 
ample. The form would break down 
this way: 

Original—This copy would be 
mailed to the supplier as a direct 
order or as a confirming order. In 
some cases it could be retained as 
a memo. In personnel, ads are usu- 
ally phoned in and do not require 
confirming. The original can be held 
in personnel as a memo for ref- 
erence. 

Accounting—This copy goes to 
the inventory clerk to be held in 
an open file until the receiving re- 
port is submitted to the inventory 
clerk. At this point the accounting 
copy and receiving report would 
be compared for item delivery and 
then both copies would be placed 
in the open file to await the arrival 
of the invoice for price comparison. 
When the invoice is received and 
checked for price and items, the 
two copies and the invoice are sent 
to business office for payment. 

Purchasing Office—This copy 
would be filed alphabetically in the 
purchasing office for a permanent 
record. A numerical register must be 
kept to see that no purchase order 
is mislead or lost. If by chance 
this should happen the register will 
show at once the missing number. 
This register need be no more than 
a loose leaf notebook and num- 
bered in order. As the purchase or- 
der is returned after approval, it 
is entered as an order in the regis- 
ter. If a blank space shows in the 
numerical sequence, it means an or- 
der is mislaid, lost, or approval is 
being held up. The register can 
also show if desired, when the order 
is completed, and sent to business 
office for payment. 

Receiving Report—This copy is 
the one inventory control is most 
concerned with. It is put in numeri- 
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cal order and placed on clip board in 
receiving department to await ar- 
rival of items. When the order 
comes in, the number on the re- 
ceiving report is checked against 
the shipping label or shipping ticket 
of order. On the receiving report 
the quantity ordered and price col- 
umns are blocked out so the receiv- 
ing clerk must count items and fill 
in the quantity received column 
with the exact number of them re- 
ceived. The initials of the receiving 
clerk, and the date, should be 
marked on the receiving report and 
then be passed on to the inventory 
control clerk. The clerk compares 
the accounting copy with the re- 
ceiving report to see if all the items 
and correct number are received. 
If some items are back ordered, a 


Association News 


Harold A. Laufe 


® pistRIcCT 9, Vice President Har- 
old A. Laufe is purchasing agent of 
Sinai Hospital of Baltimore, Inc., 
Baltimore, Maryland. 

He is a registered pharmacist and 
originally joined the hospital over 
ten years ago in that capacity. He 
was appointed purchasing agent in 
1949. g 


™ EDWARD S. BLASZCZYK, formerly 
purchasing agent of St. Francis 
Hospital, Evanston, Illinois is now 
purchasing agent of St. Mary of 
Nazareth Hospital in Chicago. e 
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back order should be written, given 
the same number as the original 
purchase order, and placed back on 
the clip board in numerical se- 
quence. This keeps back ordered 
items from becoming lost in the 
shuffle. The back order form need 
not be elaborate or even printed. 
The back order form should be 
basically the same column-wise as 
the receiving report. 

The item charges to the perpetual 
inventory are made from the re- 
ceiving report and back order 
forms. The inventory clerk should 
place the number of items received 
on the posting card in the proper 
column and the cover card should 
be filled out as to date and items. 
If these entries are promptly and 
correctly made the perpetual in- 





Carl V. Mosson 


= MR. MOSSON is a national direc- 
tor of District 4, 

He has been purchasing agent of 
Ball Memorial Hospital, Muncie, 
Indiana for the past three years. 

Activities include: Membership 
in NAHPA; Serves on the NAHPA 
Program and Institutes Committee; 
and is Chairman of committee to 
organize an Indiana Hospital Pur- 
chasing Agents Group. ax 


™ HAROLD SPRINGER, formerly ad- 
ministrator of Memorial Commu- 
nity Hospital in Edgerton, Wiscon- 


ventory card will show the number 
of items on hand at a given date 
and the cover card will show open 
orders. The purchasing agent can 
quickly ascertain items still on or- 
der and there can be no duplication 
of orders. The most important fac- 
tor in the posting of the inventory 
control is that the unit of issue and 
unit of entry be the same and that 
the receiving clerk and the inven- 
tory control clerk are fully aware 
of the unit used. 


Mr. Ippolite is a member of the National 
Association of Hospital Purchasing Agents. 


(This is a two-part article, the sec- 
ond part will appear in the February 
issue.) 


sin has been appointed hospital 
business administrator of Peoria 
State Hospital, Peoria, Illinois. 


Norman D. Eckliff 


™ NORMAN D. ECKLIFF, has been ap- 
pointed purchasing agent of St. 
Francis Hospital, Evanston, Illinois. 
He was formerly purchasing agent 

of Augustana Hospital, Chicago. 
Mr. Eckliff is past president of 
the Hospital Purchasing Agents As- 
sociation, Chicago area and is a 
director of the National Associa- 
tion of Hospital Purchasing Agents. 
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reprints available 


Reprints of feature articles are available in easy reference 
form. Right is reserved to make substitutions. 


Check the reprints wanted and return the list with the 
coupon to HOSPITAL MANAGEMENT. Enclose check or money 
order to cover. ' 


Terms—Check or money order must accompany all orders 
in cnounts below $10.00. Orders for more than $10.00 will 
be &:!led at regular open account terms. 
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. Hospital Administrators—J. E. Stone, F.A.C.H.A. 
. Selecting Hospital Administrator—C. U. Letourneau, M.D. 
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—R. E. Wallace 
. Control of Ward Supplies in Hospital Pharmacy 
—C. R. Reinert 
9. Integration of G.P. in the Hospital—C. U. Letourneau, M.D. 
1. Hospital Attendant Selection—J. L. Holland, Ph.D.; F. B. 
Rowe, M.A.; F. L. Roath; G. B. Stone, Ph.D. 
. Telephone Facsimile—J. Gershon-Cohen M.D.; B. S. Wolf, 
M.D.; A. G. Cooley 
. Problem of Emergency Service—C. U. Letourneau, M.D. 
. Recovery Room Solved Problem—D. E. Gilbert 
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—C. U. Letourneau, M.D. 
i8. Commercial Baby Formulas Are Safer and Cheaper 
—C. U. Letourneau, M.D. 
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. How Much Work Is Done In Your Laboratory 
—D. H. Starkey, M.D. 
. Convalescent Care—E. M. Bluestone, M.D. 
- Work Organization and Simplification—J. F. Gunter 
. How Central Service Grows—Eva Noles, R.N. 


. Does Small Hospital Need a Pharmacist—A. M. Donnell 


- Hospital Purchasing Comes of Age—C. U. Letourneau, M.D. 
. Management Responsibilities of Head Nurse 
—E. D. Stanford 


. Economics Affecting Growth of Hospital Schools of Nurs- 


ing—E. O. Mansfild, M.S.H.A. 
. Standardization in Field of Anesthesia 
—W. H. L. Dornette, M.D. 
. What Is Present Status of Nurse Anesthetist 
—C. U. Letourneau, M.D. 
. Some Recent Legal Decisions Indicating Trends 
—J. V. Terenzio, LL.B., M.S.H.A. 
. Real Fire Fighting Is Real Life Insurance—R. McGrath 
. Some Legal Aspects of Hospital Purchasing 
—J. V. Terenzio, LL.B., M.S.H.A. 
. Operations of Pharmacy and 
Formulary Committee—J. L. Ponka, M.D. 
. 25 Years of Ambulant Patient Care—H. Weinberg 
. Hospital Library Service—H. J. Gartland 


. Prepaid Medical Care Plans for Senior Citizens—T. P. Weil 
. Handling Narcotics in Federal, State, County, City Hos- 
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pitalk—G. F. Archambault, 
Dodds, Ph.C. 

. Eligibility for Free Hospital Service—R. N. White 

. Administrator's Responsibility in Financial Management 
—V. F. Ludewig 

. Osteopaths and Foreign Medical Graduates 

_ —C. U. Letourneau, M.D. 

. Nurse Should Take Things as They Come—C. C. Clay, M.D. 

. Evaluating Hospital Volunteer Program—R. E. Brown 

. Human Relations in Hospital—Marjorie Saunders, LL.B. 
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. Injection Techniques and Estimated Cost—R. B. Tinker, 


Ph.D.; R. A. Hill, M.S. 
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A whole new way 
TO CLEAN FLOORS! 
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CLEANING CLOTHS* 
and SWEEPING TOOL 
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CHICOPEE MILLS INC. e 47 WORTH ST., N.Y. 13, N.Y. 


* They are fire retardant and contain a germicide 








JA‘'UARY, 1960 
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furniture 


NO.660 
Wall-Saving Easy Chair 
Rubber cushions and platform 
Size scaled to small room use 


Wide assortment of chairs and tables. See your dealer 
or write us for our distributor’s name. 


AMERICAN CHAIR COMPANY 


Manufacturers — ; 
Wisconsin — 


For more information, use yellow postcard inside back cover. 
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. Control of Surgical Privileges—C. U. Letourneau, ©.D. 
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And Her Soul Shall 
Wander in Eternity 


by Clement C. Clay, M.D. 


® DURING THE SUMMER of 1958, I was 
Visiting Professor of Hospital Ad- 
ministration at the University of 
Sao Paulo in Brazil under an ex- 
change program sponsored by the 
W. K. Kellogg Foundation. My wife 
and I had an opportunity to travel 
extensively and had many interest- 
ing experiences. On one occasion, 
we went by jeep stationwagon over 
a rugged road to Alagoa Grande, a 
small community in the hill coun- 
try several kilometers inland from 
Recife. There, we visited the Uni- 
dade Mista de Alagoa Grande, a 
health center and 50-bed hospital 
owned and operated by a Govern- 
ment agency, the Servico Especial 
de Saude Publica. 

When we were getting ready to 
leave late in the afternoon, we were 
standing near the exit to the drive- 
way. The sewing room was across 
the hall. My wife happened to look 
in and saw the seamstress sewing a 


Doctor Clay is Associate Professor of 
Administrative Medicine at Columbia Uni- 
versity. 
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voluminous piece of brown material, 
which resembled a slipcover for fur- 
niture, using long, “loopy” stitches. 
Thinking the woman did not know 
how to adjust the machine for the 
heavy material and being unable to 
explain to her in Portuguese, my 
wife motioned for her to move aside 
and proceeded to adjust the ma- 
chine for fine stitches and to sew 
the seams. 

As the job was completed, an 
elderly woman appeared in the 
doorway, saw what was going on 
and commenced to wring her hands 
and moan. She picked up the mate- 
rial and dashed across the corridor. 
Following, my wife was led to the 
morgue where she saw the body of 
an elderly woman. Then, she real- 
ized that she had helped to make a 
shroud! ; 

Later, we looked out the window 
and saw four men bearing a casket 
covered with purple cloth and fol- 
lowed in the rain by a procession of 
mourners. There were no under- 
takers in Alagoa Grande. Every 
family had to handle its own dead. 

Soon, our doctor-guide appeared. 
My wife told her the story of her 
part in the little drama. Then, she 
learned the reason for the anguish 
of the woman who had taken the 


shroud to the morgue. The dector 
explained that the country people 
were very superstitious and they 
believed that the garments in which 
the dead were buried should be 
sewed by hand. Probably the seam- 
stress had been in a hurry and had 
thought that she could use the long, 
loopy machine stitches to imitate 
hand sewing. When my wife sub- 
stituted the fine stitches, the dead 
woman’s sister was not deceived. 
She was convinced that her dead 
sister’s soul would find no rest, but 
that it would wander forever in 
eternity. 

The physician-director of the 
Unidade Mista wanted to return to 
Recife with us, but his duties kept 
him from leaving until 5 p.m. It was 
dark and raining. We took anotlier 


.road which proved to be worse. if 


possible, than the one on which we 
went to Alagoa Grande. The jcep 
took an awful pounding over ‘he 
ruts and mud and passed it on to 
us! About 10:30 p.m., the jeep be- 
gan to make a terrific noise. The 
driver stopped, got out his tovls, 
climbed under the car in the mud, 
and soon repaired the tailpipe which 
had broken loose. We had no further 
trouble and reached our hotel in 
Recife about 2:30 a.m. a 
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101 — Tally Counter 


# AN INEXPENSIVE new _ counting 
and tallying device which is worn 
like a wrist watch. Technologists 
and research men use the counter 
for counting operations in labora- 
tories. Operation is simple, just push 
button and count is tallied on visi- 
ble dials. The counter totals to 99 
and dials are easily reset to zero. 
Dimensions are 1-7/16 by 1% by 
¥, inches. Leather band is included. 
Priced at $3.95 postpaid. (Edmund 
Scientific Co.) 


102 — Hi-Speed X-Ray Camera 


® THE CAMERA takes movies of hu- 
man organs with minimum hazard 
to patient. Exposure of the patient 
is reduced to a minimum through 
the device of limiting x-ray expo- 
sure only to the periods of frame 
sequence. The camera utilizes a 
100-foot Kodak Cine Special mag- 
azine which is coupled to a polar- 
ized synchronous motor drive. The 
camera operates as auxiliary equip- 
ment to the x-ray generator by 
photographing the output of an 
image amplifier tube, which in turn 
electronically intensifies the output 
of an x-ray excited phosphor. 
(Photomechanisms, Inc.) 


103 — Labels for Shelf Filing 


® OFFICES WHICH have converted to 
modern shelf-type filing systems 
now can buy pressure-sensitive la- 
bels specifically designed for the 
side tab folders used in shelf filing. 
Labels are available in white and 9 
different colors. Color coding helps 
make shelf filing more efficient. 
(Tab Products Company) 
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104 — Convertible Bucket 


™ ONE BUCKET for small mopping 
jobs or twin-tank unit for the larger 
ones. Two little steel wire hooks 
do the trick, coupling single buckets 
through grommets in the rubber 
bumper to make a dual-duty mop- 
ping outfit. Available in two sizes. 
Other features include reinforced 
buckets, hot-dip galvanizing after 
fabrication and elimination of all 
bolt and rivet holes. Convertibles 
are mounted on durable aluminum 
chassis with ball-bearing rubber- 
wheeled casters. (Greepres Wring- 
er, Inc.) 


105 — Emergency Light Unit 


™ THE UNIT provides reliable light 
in case of power failure. Equipped 
with heavy-duty dual contact re- 
lays, this semi-portable unit’s only 
maintenance requirement is water- 
ing, about. twice a year. Units have 
a built-in trickle charger to keep 
the battery always at full charge. 


The double-light unit lights a 10,- 
000 sq. ft. area for as long as two 
hours and can withstand the ex- 
treme storage and operating tem- 
peratures common to a wide va- 
riety of applications. Dimensions 
are 9” wide by 18” long by 22” 
high. (NICAD Div., Gould-National 
Batteries, Inc.) 


106 — Detergent-Germicide 


® A NEW SOAPLEss (anionic) de- 
tergent-phenolic germicide has been 
developed especially for hospitals. 
It will clean, disinfect and deodor- 
ize, all in one operation. The care- 
fully balanced combination pro- 
vides fine cleaning action and effi- 
cient germ-killing properties at a 
dilution of 1:60. Because of the ab- 
sence of soap, it does not require 
rinsing and leaves an active germi- 
cidal layer on cleaned surfaces. 
(Huntington Laboratories, Inc.) 


107 — Disposable Boots 


=" A NEW Boor to protect feet and 
shoes from contamination. Made of 
lightweight polyethylene film. Pri- 
marily for use by technicians in 
biological and atomic laboratories 
where control of contaminating ele- 
ments is vital. The boots may be 
pulled over regular shoes. In nor- 
mal use boots will last several hours 
before film wears through. Pack- 
aged in rolls of 50 boots per roll at 
$3.35 or 100 boots per roll at $6.50. 
Available in large size only, but 
will be made in other sizes as re- 
quired. (Plasticsmith, Inc.) 


108 — Cleans and Seals Boilers 


™ TWO NEWLY developed com- 
pounds for reconditioning heating 
systems. One removes accumulated 
boiler rust and sludge, the other 
seals leaks without shutdowns. They 
are available in liquid or powder 
forms. (J. A. Sexauer Manufac- 
turing Co.) 
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109 — Graduated Buckets 


™ THESE BUCKETS are graduated in 
gallons for simplified and money- 
saving measurement of all floor 
cleaning solutions. Graduations are 
embossed for permanent identifica- 
tions are clearly visible both inside 
and out. Total capacity is also em- 
bossed. (Market Forge Company) 


110 — Multi-Purpose Ultrasonic 
Cleaner 


™ THIS ULTRASONIC cleaner is de- 
signed for laboratories and small 
parts assembly lines, has twin beak- 
ers to handle two jobs at once in 
small-parts cleaning or laboratory 
processing. With the unit it is pos- 
sible to wash and rinse parts or use 
two different solutions at the same 
time, or to use the stainless steel 
tank without beakers. (Narda Ul- 
trasonic Corporation) 


111 — Pipette Washer-Aspirator 
Combination 


™ THE WASHER, washes and dries as 
many as 18 blood diluting, Sahli, 
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sedimentation, lambda or similar 
pipettes. Its unique flap valve auto- 
matically closes off holes not being 
used. The washer is constructed of 
rubber and aluminum parts and is 
easily disassembled for cleaning. 
The aspirator is a high vacuum, 
large capacity aspirator which will 
pump large fluid volumes—up to 
2 gallons per minute, at normal 
city water pressure. It is made of 
inert, corrosion resistant polyethyl- 
ene, and comes with a rubber uni- 
versal faucet attachment which fits 
most standard faucets. (Clay- 
Adams, Inc.) 


112 — Pen Sized Oiler 


= THE NEW OILER features a visible 
oil supply and handy pocket clip. 
It is used to fill small out-of-the- 
way holes in small appliances. It 
avoids spilling by delivering its oil, 
one drop at a time. It is leak-proof, 
easy to refill and unbreakable in 
normal use. Priced at $1.49 postpaid. 
(Lofthouse Company) 


™ A NEW syYsTEM that prevents 
error and lost revenue. It is es- 
pecially designed for flexible oper- 
ation and can be adapted for use 
in hospital or commercial lots. This 
self-service, time-dated ticket dis- 
penser automatically issues a ticket 
to the driver and at the same time 
raises the gate. The exact time of 
entry, date and lot location are re- 
corded on the ticket. When driver 
leaves lot, the cashier at exit re- 
cords expired time and collects fee. 
(Parcoa Div., Johnson Fare Box 
Co.) 


114 — Hand Surgical Table 


= A NEW HAND surRGICAL table de- 
signed to use rubber bands to old 
the hand and fingers in positio: for 
surgery. The table is 9” by 9”, the 
top is perforated, rubber band hooks 
on four sides. (Zimmer Mfg. Cc.) 


115 — Bedside Beverage Pitcher 


™ THIS Is A_ disposable pitcher 
which holds a quart of liquid and 
yet is light in weight and easy to 
handle when full. A snap-on stain- 
less steel lid lets liquid flow freely, 
keeps ice in. Lid-handle unit re- 
moves readily for sterilization. The 
pitcher is a natural insulator, keep- 
ing liquids cool and fresh for hours. 
(Lily-Tulip Cup Corp.) 


116 — Patient's Size Skin Spray 


= a 4% ounce aerosol container of 
silicone skin spray is now available. 
The spray provides an effective 
means of protecting the skin of bed- 
ridden patients against the chafing 
and irritation that frequently cause 
bed sores. It is easily applied with- 
out touching patient and forms a 
durable bacteriostatic, moisture re- 
sistant coating that protects sensi- 
tive skin from irritating body fluids 
and medicaments. Active ingredi- 
ents are silicone hexachlorophene. 
Price of these individual contair ers 
is $2.00. (Clay-Adams, Inc.) 


117 — Waste Receptacle with 
Spray Sanitizer 


™ A RECEPTACLE which is foot °p- 
erated with a patented Magi-C 
has a_ sanitizing spray disper ; 
built in. Unwanted odors are el 
inated with push-button speed. 

a rust-proof coated removable | 
that is stain-proof and imperv: 
to most chemicals and alkalis. I 
ished in gleaming white \ 
chrome top or in the new sil\ > 
tone; size 11-% by 11 by 19 inc. 
(Woodlets, Inc.) 
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118 — Electrically Conductive 
Cardiac Suture 


m THIS SPECIAL cardiac suture con- 
sists of a double armed insulated 
conductor or which may be applied 
directly to the myocardium for arti- 
ficial stimulation of the heart. The 
suture is applied internally by 
means of a thoracotomy incision, 
divectly to the myocardium. Clini- 
ce. observations indicate that there 
ar> no spasmodic contractions of the 
sk:letal muscle with the new suture. 
Si ture may be left in the patient 
fo long periods of time so that the 
ccessity for re-opening the chest 
ision is greatly reduced. Suture 
silver-plated wire, braided over 
inon, insulated with polyvinyl tub- 
1°. One curved and one straight 
sdle are swaged on each end. 
adapter supplied by the com- 
say may be used to attach the 
ure to the pacemaker. Available 
sizes 0 and 2. (Ohio Chemical 
cmpany) 


119 — Electronic Air Cleaner 


®& THE NEW ROOM sized portable air 
cleaner has a built in 2-speed fan, 
requires no water or drain connec- 
tion. It is light enough so that it 
can easily be moved from one room 
to another. Its air handling ca- 
pacity is 225 cubic feet of air per 
minute at 90 percent efficiency as 
determined by the National Bu- 
reau of Standards—Dust Spot Test. 
The unit is effective in conference 
rooms, private offices or any other 
small area where cigarette smoke 
ard dirt is a problem. It is of par- 
ticular interest to asthma and hay 
fever victims. (Electro-Air Cleaner 
C>., Inc.) 
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120 — Portable Resuscitator 


® THIS APPARATUS is light in weight, 
may be carried in one hand. Con- 
nects to either room oxygen outlet 
or oxygen cylinder. This permits 
oxygen administration even during 
transit of patient from one section 
of hospital to another. Rate and 
flow of oxygen is easily adjusted 
to patient needs. Produces a pul- 
sating flow which begins and ends 
gently. Operation is completely au- 
tomatic. May be used with oxygen 
or mixture containing carbon diox- 
ide or helium. (Dann Mfg. Co.) 


121 — Color-Code Pipes With 
Tape 


™ A _ PRESSURE-SENSITIVE tape in 
colors to meet ASA Pipe Coding 
Standards. The self-sticking tape 
withstands temperatures up to 300 
degrees F. The coding is: Yellow 
for dangerous materials; Blue for 
protective materials; Red for fire 
protection equipment; Green for 
safe materials; Aluminum for steam 
lines; Orange for electrical con- 
duit and Standard White. Tape 
comes in 2-\% inch by 30 yard rolls. 
(W. H. Brady Co.) 


122 — Lung Examination 


® AN INSTRUMENT which provides 
an immediate analysis of air 
breathed in and out of patient’s 
lungs. It is a respiratory mass 
spectrometer designed to aid re- 
search and clinical work in lung 
diseases and bronchial ailments. 
The apparatus is housed in three 
mobile cubicles: The tube unit, the 
control unit and the recorder unit. 
It is mobile, easy to maintain and 
providing electricity is available, 
can be used in the field, at the bed- 
side and in a laboratory. (Metro- 
politan-Vickers Electrical Co., Ltd.) 


123 — Food Conveyor 


@ A PRACTICAL WAY to overcome 
two problems in patient food and 
beverage service. First it eliminates 
the necessity of pouring cold bev- 
erages from containers on patient 
floors; secondly it does away with 
dispenser well “swabbing” to keep 
hot coffee dispensers clean. The 
unit allows 48 beverage glasses to 
be filled and delivered upright and 
cold to patient floors. Coffee dis- 
pensers are held in _ roll-away 
drawer, which is removable for 
cleaning in dishwasher. Refriger- 
ated and heated compartments each 
hold 20 set-up trays. (S. Blickman, 
Inc.) 


124 — Cardiac Monitoring and 
Resuscitation Center 


@ THIS CENTER provides all of the 
necessary electronic instruments for 
the monitoring and _ resuscitation 
procedures. It is comprised of a 
cardioscope, a pre-amplifier, an 
electronic switch for providing a 
dual trace, a defibrillator and a 
heartpacer, all mounted on a 5- 
foot mobile pyramid cabinet. The 
installation comes complete with all 
necessary cables, and accessories 
which are standard with the units. 
Two large drawers in cabinet for 
storage of accessories and items 
needed by resuscitation team. (The 
Birtcher Corp.) 
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oe 


issue date. 


$3.00. Cash with order. Add four words to actual count for box num- 
ber. 5% discount for three consecutive insertions without copy change. 
10% discount for 12 consecutive insertions, copy changes allowed. 
Space rate per column inch $18.00. Deadline first of month preceding 





POSITIONS OPEN 


POSITIONS OPEN 





SHAY MEDICAL AGENCY 
55 East Washington Street, Suite 1935 
Chicago 2, Illinois 


XECUTIVE PERSONNEL: (a) Account- 
ant. Southwest. 300 bed hospital. Some col- 
lection experience helpful. (HM-3296). (b) 
Business Manager. South. 200 bed hospital; 
new 100 bed addition almost completed. ij - 
3533). (c) Business Manager. Middle West. 
400 bed hospital, About 45 employes in dept. 
Major in accounting preferred. $7200. (HM- 
3471). (d) Personnel Birecter. | South. 375 bed 
teaching hospital near Washington, D.C. 
(HM-3565). 


MEDICAL RECORD LIBRARIANS: (a) 
Chief. California. 130 bed general hospital— 
brand new. Excellent opportunity. (HM-3169) 
$425 minimum. (b) Chief. East. Large state 
hospital. Reorganize department. $450. Mini- 
mum. (HM-3248). (c) Chief. Middle West. 
160 bed hospital near Chicago. $500. minimum. 
(HM-3416) (d) Chief. Southwest. 100 bed 
hospital in resort area. Capable RTT and 
clerical help. $400 minimum. (HM-318 


DIETITIANS: (a) Chief. East. Large iii 
Hospital. Supervise preparation of meals for 
1200 patients and 500 employes. $500. up. 
(HM-3502) (b) Therapeutic. Florida. 250 bed 
hospital—on the ocean. Facilities—complete 
and modern. $400 up. (HM-3414). (c) Ad- 
ministrative. Middle West. 400 bed hospital; 
dietary department in new wing and it is 
completely modern in all respects. To $450. 
(HM-3560). (d) Chief. East. 300 bed hospital 
within commuting distance of N.Y. city. To 
$6500. (HM-3571). (e) Therapeutic. Pacific 
Northwest. Responsible for all phases of cen- 
tralized ~patient care in new 320 bed teaching 
and research hospital. To $6500 plus very 
liberal benefits. (HM-3592). 


NOTE: We can secure for you the position 
you want in the hospital field, in the locality 
you ore Ww +. for an application today— 

a nosteard will do. ALL NEGOTIATIONS 
STRICTLY CONFIDENTIAL, 





POSITIONS OPEN 





NURSE ANESTHETISTS to complete staff 
of three for 85-adult bed hospital. Situated 
midway on Pennsylvania Turnpike between 
Pittsburgh and Harrisburg. Famous Resort 
Area. Salary os liberal personnel policies 
—Apply MISS M VALIGOR SKY, C.R.N.A., 
Memorial Hospital of Bedford County or tele. 
phone Collect—Bedford 655. 


RECREATION DIRECTOR: Convalescent 
hospital for 100 children from birth to sixteen 
years, Prefer person with experience or educa- 
tion in hospital recreation with ability to de- 
velop new program. Emphasis on rehabilita- 
tion and long term illness. For further infor- 
mation write: CONVALESCENT HOSPITAL 
FOR CHILDREN, Auburn Ave. & Welling- 
ton Place, Cincinnati 19, Ohio. 


OPENING FOR DIRECTOR MEDICAL 
RECORDS Department. Must be registered 
or eligible for registration. Modern depart- 
ment member of Professional Activity Study. 
514 bed hospital. Good salary and personnel 
policies. Write: MR. J. M. DUNLOP, Ad- 
ministrator, Bridgeport Hospital, Bridgeport, 
Connecticut. 


ANESTHETIST Experienced; to work in 
Municipal Hospital; salary and working con- 
ditions set forth upon request. Apply CITY 
MANAGER, Box No. 87, Two Rivers, Wisc. 
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Interstate Medical Personnel Bureau 
333 Bulkley Building, Cleveland, Ohio 
Miss Elsie Dey, Director 


ADMINISTRATIVE ASSISTANT: Progres- 
sive midwestern hospital. $7,000. (b) 350 bed 
Ohio hospital. $6500. (c) Personnel Director. 
40U bed eastern ene (d) 225 bed Sisters’ 
hospitals, east; mid ; 
BUSINESS MANAGER: 185 bed hospital, 
New York State. Degree; experience. (b) 
Purchasing Agent; 200 bed western hospital. 
(c) Finance Officer ; public relations experi- 
ence desirable. South. d 
ADMINISTRATOR: 50-65 bed_ hospitals, 
Virginia. (b) 50 bed hospital, Colorado. (c) 
R.N. 50 bed specialized hospital, mid-west. 
DIRECTOR, NURSING SERVICE: $8,000. 
200 bed Ohio hospital. (b) Assistant. $6,000. 
400 bed hospital, east. (c) Director, hospital 
unit, Home for Aged, Ohio; Illinois, $400, 
maintenance. 

X-RAY TECHNICIAN. Western Medical 
Center. (b) Pharmacist. 150 bed Ohio hospi- 
tal. $600. (c) Medical Records Librarians. 
$400-$500. = 
EXECUTIVE HOUSEKEEPER: 350 bed 
Texas hospital. (b) New hospital; west coast. 
(c) 275 bed hospital, east. 


POSITIONS WANTED 
CHIEF PHARMACIST: Master’s degree. 7 


years experience. Prefers mid-western hospital. 
ADMINISTRATOR: M.H.A. Degree, 1954. 
Administrative Residency, 715 bed mid-west- 
ern hospital. Administrator, 200 bed hospital, 
3 years. Previous experience as senior ac- 
countant, large eastern firm. 
ADMINISTRATOR: Courses in Hospital 
Management. Recommended as __ successful 
business manager; pa position, 11 years, 75 
bed eastern hospital : 
BUSINESS MANAGER: Degree, Business 
Administration: 6% years Administrative As- 
sistant; past 8 years comptroller, 250 bed 
hospital. Prefers ‘southeast or Florida 
ASSISTANT ADMINISTRATOR: “M.HLA. 
Degree, 1959; y year Residency, 250 bed hos- 
gt, mid- we 

MAINTENANCE DIRECTOR: College de- 
gree. Special engineering preparation. 9 years, 
— connection; 400 bed New York hospi- 


i “N. SUPERINTENDENT: Prefers 50-100 
bed hospital, eastern. or central states. 12 
years experience. Available. 





POSITIONS OPEN 





ZINSER PERSONNEL SERVICE 
Anne V. Zinser, Director 
Suite 1004 — 79 W. Monroe 
Chicago 2, Illinois 

We have splendid openings for Directors of 
Nurses, Instructors, Supervisors, Dietitians, 
Medical Technicians, Staff Nurses. If you 
are looking for a position, write us. 





Medical & Hospital Personnel 
EMPLOYEES & EMPLOYERS! 


Visit Booth 42, AAAS Meeting, 
Chicago, Ill., Dec. 26-31 


Employees seeking relocation, employ- 
ers seeking personnel use our place- 
ment service. Confidential handling. 
Fees no problem. Resumes or position 
National specifications welcomed now. Dr. A. H. 
Scientific Hammond, Box 2707, Wash. 13, 
Personnel D.C. ME8-2567 
Bureau, Inc. 











OUR 63rd YEAR 
WOOD WAR Desssoxee 


1N9 V.Wabash-( hit i. lt. 


ADMINISTRATORS: (a) New qe eg ry, 
genl rot $18,000; $20,000 home; car; Stay 
area, Calif. ) Qualified, set-up, co-ordinate 
7. run new 100 bed, genl hsp, nearg comple- 
tion; $12-15,000; w/% later; resort city, SW. 
(c) 95 bd, genl, vol, JCAH hsp (recent 
$1,000,000 expansion improvmt): $10- 
12,000; New Eng. (d) Fairly new, smaller, 
vol, genl hsp; lge city, Mo. (e) 100 bd, genl, 
enty, JCA ‘hsp; MW. (f) New 90-bd priv 
genl hsp, compltn, late ’59; req’s one strong 
on profitable oper; about $12,000 plus in- 
creasg % of net & other excl ‘benefits ; shld 
result very liberal income; coast resort area, 
SE. (g) Asst; exper’d; 125 bd hsp; bee 
40 hr wk; rapid increase lge city, MW. ( h) 
rary ped full cooree, staff, purchasg; 350 bd, 
CAH; to $7800; So, (i) "Asst; 100 bd, genl, 
CAH omnes hsp, expndg to 275 bds; about 
$7500; SW. 

ADMINISTRATIVE POSTS: (j) Account- 
ant; pref CPA; able to travel; 400 bd, 

vol, fully-approvd hsp; E. (k) Bus 
fairly Ige, JCAH, vol, genl hsp, expdng 100 
bds in ’60; lovely coll twn; Carolinas; salary 
open. (1) Rels Dir; 300 bd, rsrch hsp 
& new 400 bd, genl hsp under construction; 
Ige city, sal open, 
DIRECTOR OF NURSES: {(m) M.S. re- 
quired to hd dept, fully- spprvd, genl hsp over 
700 bds; to $10,000; San Francisco vicin. (n) 
Full chge schl, serv, vol, genl hsp, 200 bds; 


(0) Student 

aed eee schl; fully-apprvd, 

vol, fa hsp, j prominent lge city. So, 
EXE UTIVE. ROUSE EEPER: (p) Supv 
ae 20 in dept, 200 bd, vol, genl hsp; 
attrac city 50,000 nr important univ cntr; 
MW. (q) New 400-bd, vol, genl hsp opened 
summer ’59; city 200, 600; many univ facils; 
SW. (r) Hd 2 units, ‘Ige univ med schl affild 
geal, convalescent hsps; $6000; ideal location, 


NURSE ANESTHETISTS. (s) Staff; vol, 
genl hsp, 250 bds; $6800, mtce; resid suburb 
Chgo. (t) Genl hsp, 100 bds; approx $6,000; 
Fla resort location. 

PHARMACISTS: (u) Chief; superv 9 in 
fully-apprvd, 300 bd, genl hsp; busy outnat 
depts; Ige SW capital city. (v) Chief; full 
chge ‘dept, resp also incl teachg student RN, 
practical nurses; vol, genl hsp, 250 beds; 
fully-apprvd; $7200; attrac coll city, SE. 


POSITIONS WANTED 


ADMINISTRATOR: MACHA; 2 yrs, credit 
& collection mgr, 300 bd, genl hsp; ay yrs, 
adm asst, very lge Texas hsp; past 5% yrs, 
asst admin, 300 bd, vol, genl hsp; seeks 
admin, genl, vol hsp 100 bds or more; West, 
Southwest. 

ASSISTANT ADMINISTRATOR: B.S. (ac- 
counting) ; M.S., Hosp Adm; 2 yrs, Bus Mer, 
80 bd hsp; 2 yrs, Admin Asst, 700 bd hsp; 
nominee, ACHA; seeks Asst Dirshp, 
fully-apprvd hsp; Age 33. 

PATHOLOGIST: Grad. St. Louis U, S. of M; 
A.O.A; trnd univ hsp; 3 yrs, instructor, ne 
schl & its grad hsp; 8 yrs, divided as p 
Chief, assoc dir, 400 bd hsp, USAF & da 
cytology, impor med centr; has carried, p:: 
3 yrs, Y% of tchg & med schl hsp serv; dut 
too strenuous now seeks, pref, path in t 
hsp or where res prog exists or can be _ 
veloped; Cert’d, Anatomy ; taking clin | 
this spring; avail Feb ’60; any locality; |: 
30’s; known to us & highly recommended. 
RADIOLOGIST: 5 yrs, rad, impor hsp & 
rsrch facility; Dipl, diagnostic, therapy, ra:ii- 
um; pga obligations completed; late 3U s; 
avail Feb ’6 

RADIOLOGIST: 30; Southerner; grad, 
Vanderbilt; trnd univ hsp & med das® a ffil 
facilities ; completing 2 yr serv as Rad, USAF 
foreign hsp; Bd _ elig, Perepenie & diag: os- 
tic; pref So, SW; avail July ’6 
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POSITIONS OPEN 








ASSISTANT DIRECTOR, NURSING 
SERVICE—300 bed JCA accredited hos- 
pital including 34 bassinets; NLN_ fully ac- 
credited school, 100 students; affiliate stu- 
dents from Practical Nurse School. B.S, re- 
uired. Experience in In-Service Educational 
Program desirable. WRITE BOX H-28, 
HOSPITAL MANAGEMENT. 





WANTED: Qualified Director of Nursing 

Service with an M.S. in Nursing Service de- 

sired, for a 129 bed hospital with 22 Bassinets. 

Qualified Medical Staff, affiliating students 

from Vocational School of Practical Nursing, 
cellent personnel policies. 


cation: Taunton, Massachusetts—45 min- 

from the Cape Cod area, convenient trav- 

inz time to Boston and Providence. Salary 

mensurate with experience and educational 

cxground. For further information apply 

im:iediately to the Administrator, MORTON 
iSPITAL, Taunton, Massachusetts. 





MISCELLANEOUS 





BRONZE AND ALUMINUM PLAQUES. 
Naine Plates and Donors Tablets. For lowest 
prices, write for free pamphlet. 

ARCHITECTURAL RONZE & ALUMI- 
NUM Corp., 3638 W. Oakton St., Skokie, Il. 








SERVICES 





MANAGEMENT CONSULTING: Special- 
tists in control systems, forms management, 
date processing, paperwork simplification. In- 
quiries invited. SYSTEMS ASSOCIATES, 
516 Fifth Avenue, New York 36, New York. 








WHAT'S NEW 
for MY Hospital? 


you'll find out by reading 
‘‘Product News’’ 

in this, and every 

issue! 





- - current 
authority 
for the 
hospital 
profes- 
sional 








to 
Why not enter a personal subscription 
to Hospital Management? $4.00 for a 
full year. Write: Hospital Manage- 
ment, 105 W. Adams St., Chicago 3, 
ith 











JANUARY, 1960 


Performance Of The 
Physically Handicapped 


™ RECENTLY, the administrator 
asked that information be secured 
to show how our physically handi- 
capped employees measure up on 
their jobs in comparison with non- 
handicapped employees. According- 
ly, two staff members of the Office 
of Personnel undertook to do this 
on a modest “spot survey” basis at 
two of our installations. This was a 
small sampling, and admittedly not 
a scientific study in the sense of 
previous comprehensive studies that 
have been made on this subject. 
Nevertheless, it was felt that the in- 
formation developed was sufficiently 
reliable to support the findings. 

Staff members of the Office of 
Personnel visited the GM&S Hospi- 
tal at Clarksburg, West Virginia and 
the VA Center at Martinsburg, West 
Virginia. Interviews were con- 
ducted at these locations with ‘the 
supervisors of 128 physically handi- 
capped employees, representing 11 
percent of the total strength (1196) 
of the two installations. 

In these interviews the super- 
visors were asked to evaluate ma- 
jor aspects of the job performance 
of the physically handicapped em- 
ployees as “above average”, “aver- 
age”, or “below average.” The fac- 
tors on which the supervisors fur- 
nished evaluations were quality of 
work, quantity of work, on-the-job 
accident record, attendance, adjust- 
ment to job, cooperation and con- 
duct. Data were also secured re- 
garding sick leave usage and par- 
ticipation in the Incentive Awards 
Program. 

In essence, it was found that there 
was very little difference between 
the major findings at the two sepa- 
rate stations. These findings are: 

a) In general the performance of 
the physically handicapped em- 
ployee varies between “average” 
and “above average” when com- 
pared to the so-called “average” 
employee. 

b) The average age of the physi- 
cally handicapped employee is 44 
and his average length of employ- 
ment in the VA is between eight 
and a half and nine years. 

c) Handicapped employees at 
both stations occupy a wide variety 
of positions. The 128 employees in- 
cluded in the study are assigned to 
53 different types of positions, rang- 
ing from physician to food service 
worker. 


Reprinted from the Personnel Informa- 
tion Bulletin of the Veterans Administration 
with their permission. 








It must be convenient to be hos- 
pitalized where you work. 


d) The range of disabilities var- 
ies. However, there are two large 
groups of impaired employees at the 
two installations. One group is made 
up of persons with arrested TB and 
the other is made up of persons 
having disabilities or deformities of 
various limbs of the body. Other 
impairments include amputations, 
organic heart disease, deafness, and 
blindness. 

e) There is no significant differ- 
ence between the average number 
of days of sick leave used annually 
by the physically handicapped em- 
ployees and the average number of 
days of sick leave used annually by 
all employees. 

f) The physically handicapped 
employees have a very high partici- 
pation rate in the Incentive Awards 
Program. For example, 6 percent of 
the physically handicapped em- 
ployees received outstanding per- 
formance ratings whereas only 4 
percent of the nonphysically hand- 
icapped received such ratings. Thir- 
teen of the physically handicapped 
received sustained superior per- 
formance ratings whereas only 10 
percent of the nonphysically handi- 
capped received such ratings. The 
physically handicapped, represent- 
ing 11 percent of the employees, 
received 15 percent of the outstand- 
ing performance ratings and 13 per- 
cent of the sv iained superior per- 
formance ratings. Of the total num- 
ber of employee suggestions adopted 
at the two installations 14.3 percent 
had been submitted by physically 
handicapped employees. 

What this boils down to is that it 
appears that our physically handi- 
capped employees are doing a good 
job. 








From the 


consuLtants notes: SSS 


by E. M. Bluestone, M.D. 


The Clinical Audit is all right as 
far as it goes but, since it may only 
be dealing with the symptom of a 
deep-seated hospital disease, it is 
wiser to do an over-all functional 
study to diagnose the difficulty and 
recommend a cure. 
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Too often, in our work on behalf 
of the sick, slight causes produce 
grievous effects. The difference be- 
tween life and death, between 
acuteness and chronicity, is often a 
thread as thin as gossamer! Please 
be careful. 








want to “tune in” 


read: 


... current authority 
for the hospital 
professional 


$4.00 for a full year. Write: 





on the heartbeats 
of the hospital problems ? 


Hospital Management, 105 W. 


‘Consulting with Dr. Letourneau”’ 


in this, and every issue! 





pumManagemen 








Why not enter a personal subscription to Hospital Management? 


Adams St., Chicago 3, iil. 











Continuity of care is a precio:is 
administrative prescription which 
can only be filled by conscientio 1s 
trustees. 

@ 

The relation of quality of medic 
care to conscience and to charact» 
is too obvious to stress here bui 
how many of us look at it tl 
way? 

6 

How can anyone be so carele s 
with words as to confuse the “co. 
valescent” with the “chronic” p 
tient? 

® 

The questionnaire, as a mea 
toward solving a specific proble-, 
will not become satisfactory till <ll 
of the sources of reply deal with 
precisely the same case, and when 
does such a thing happen? The fact 
of the matter is that it can only be 
suggestive and not decisive. 

2 

Do your doctors report their 
failures as often as they do their 
successes? 

€ 

I prefer the hospital executive 
who acts in the knowledge that 
sickness is a humiliating experience 
which he must relieve to the fullest 
extent possible. 

® 

The cooperation of a patient in 
his cure, which is half the battle 
won, is readily obtained when the 
doctor takes this into consideration 
alongside of his other remedies. 

ra 

Armchair administration may be 
all right in the business world; it 
has no place in the hospital. 

® 

Adjustment is far more the obli- 
gation of those who serve the 
patient; his is the lesser share of it. 

% 


The influence of the factor of 
time in hospital work is ever w 
us. Sometimes it plays havoc wi: 
chronicity. At other times it 
soothing, as the emotion of gi 2 
wears off under its beneficent wi: g 
The calendar and the clock of: 
change our minds! 

es 


I do not know of any kind 
human activity which does 
sooner or later interact with 
modern hospital. 

s 


“Week end” trouble in staffin 
hospital can be a very serious thi -g. 
As a matter of fact it may even 
an encouragement to the multi) :i 
cation of staphylococci while 
staff isn’t looking. 
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